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THE PRESIDENT’S ADDRESS. 
ORGANIZATION AND ADMINISTRATION IN PSYCHIATRY. 


By WILLIAM C. SANDY, M.D. 


In casting about for a suitable subject for the annual address, 
the contributions on many similar occasions have been reviewed. 
Not every one is qualified to approximate the level of erudition 
set by many of the past presidents. It is furthermore difficult to 
effect originality and general interest. One may, however, “safely 
approach such a task from his own historical past and special inter- 
ests” as was suggested some years ago. 

For one who has been travelling in the field for over 20 years, 
the subject “Organization and Administration in Psychiatry” seems 
appropriate. It is sufficiently broad to permit a discussion of cer- 
tain Association affairs and phases of State government with which 
I have been more or less concerned. In fact, this subject has 
perennial interest and much importance. Topics related to it have 
been from time to time considered both by former presidents and 
other members. 

In the growth of popular interest in psychiatry and apprecia- 
tion of its importance, this Association has participated or has 
exerted leadership. Reviewing a membership of 32 years, one may 
well be amazed at the developments in psychiatry. Expansion of 
psychiatric activities has become so great and in so many directions 
that one even hears occasionally that psychiatry and mental hygiene 
have been “oversold,’’ a term not at all pleasing but a conclusion 
sometimes reached through various circumstances. For instance, 
well informed communities may overwhelm organizations in de- 
manding clinic or other services and then embarrass by an over- 
optimistic expectation of results. Furthermore, observation of the 
present world-wide disturbed conditions cannot help reflecting the 
general disappointment over the failure to accomplish more in the 
realm of human relations, surely an objective of international men- 
tal hygiene. 

It may, indeed, be wise to attempt to measure from time to time 
the adequacy of methods by results. But there is the danger of 
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pessimism from too much destructive criticism with no remedial 
plans such as is sometimes observed in surveys of community men- 
tal health activities, the results of which cannot be 
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Cooperative discussions with the psychiatric social work group have been 
carried on which should result in a better understanding and in establish- 
ing desirable standards for training centers. 

Negotiations and discussions have been conducted with representatives of 
a section of the American Bar Association and other related groups which 
should ultimately bring about a more adequate appreciation of the legal 
aspects of psychiatry and modernized procedures. 

A plan for postgraduate institutes for the medical staffs of state hospitals 
in typical geographical areas has been accepted and through an appropriation 
made to the Association for that purpose by a Foundation, this project has 
already been started. 

The publicity connected with the Association has been coordinated and 
brought largely under centralized control with a broad program that is more 
properly termed “public education.” 

Statistical problems are continually under consideration with, from time to 
time, particular regard to the possible need for modification of nomenclature 
and statistical formulations. 

Research has been encouraged, and through representation in the National 
Research Council, there has been participation in the consideration of pro- 
grams and the promotion of specific projects. Incidentally, it has been sug- 
gested that the Association’s research committee might well be developed into 
a central stimulating and coordinating council for such activities in all mental 
hospitals. 


The accomplishments of Association committees under the lead- 
ership of energetic chairmen are often not fully realized. Over a 
period of years many progressive forward movements in psychi- 
atry are to be credited to the initiative of the various committees. 
In this connection also, the Board of Examiners and the American 
3oard of Psychiatry and Neurology have been definite factors. 

For example, with a revision of the constitution of the Associa- 
tion in 1933 and the formation of a Board of Examiners, member- 
ship requirements have been more clearly defined, especially as 
to the several grades. 

The establishment of the American Board of Psychiatry and 
Neurology in 1934, has resulted in official recognition of accredited 
psychiatrists by the American Medical Association and designation 
as diplomates in the American Medical Directory. 

Furthermore, the influence of the Association is being extended 
by the increasing number of affiliated societies, at present there 
being those of Connecticut, Massachusetts, New England, the 
Southern Society and the Pennsylvania Society, the latter just 
approved, all with similar objectives and organization patterns, and 
having meetings throughout the year. 
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Thus it is seen that the Association is far from being simply a 
”’ as it has been termed on 
several occasions. As to the annual meeting itself, only those who 
have had personal experience, realize the months devoted by the 
chairman and members of the committees responsible for the pro- 


“one-meeting-a-year-discussion-grouy 


gram and arrangements. Only after careful consideration by the 
Program Committee of the large number of papers referred and 
selection of as many appropriate contributions as the time limits 
will permit, does the usual well coordinated and smooth running 
program emerge in the favorable environment prepared by the 
Arrangements Committee. It is furthermore well to recall that 
after the annual meeting the Editor becomes involved in months of 
laborious detail connected with the publication of the wealth of 
material in the AMERICAN JOURNAL OF PSYCHIATRY. 

Other progressive policies and plans of the Association should 
develop still further the ever-widening scope of psychiatric influ- 
ence. For instance, within the past few months as the members 
will recall, special committees of the Association have devised two 
questionnaires, the one biographical and general, the other for mili- 
tary information, which have been sent to all physicians in the 
United States believed to be practicing psychiatry, whether mem- 
bers of the Association or not. The biographical questionnaire has 
also been sent to all known psychiatrists in Canada. 

For a long time, a need has been recognized for more detailed 
and better organized information about the members of the Asso- 
ciation. The application-for-membership forms, adopted within re- 
cent years, contain valuable biographical material, but there are 
few facts recorded zbout the majority of the members. Inquiries 
are frequently received as to qualified psychiatrists who may be 
available for attractive opportunities of responsibility and the un- 
preparedness for such service has been re peatedly demonstrated. 

The biographical questionnaire will be used as a basis not only 
for the preparation of a professional directory of all members and 
Fellows of the Association but also in estimating the total psychi- 
atric assets of the United States and Canada as to medical personnel. 

The military questionnaire, used only in the United States, has 
for its objective preparedness for meeting the requirements of any 
national emergency. 


Wig 
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The information from both questionnaires will be compiled at 
the New York office of the Association, accessible for proper use 
as the occasion may arise. It is expected that the personal data 
will be revised from time to time and kept up-to-date in respect 
to new members. 

In order to promote further continuity of interest in the Asso- 
ciation between meetings, 24 Fellows have been designated district 
representatives in the United States and Canada. These represen- 
tatives will not be unduly burdened with responsibility. They are, 
however, in strategic positions to assist the Association in various 
ways such as in stimulating the return of the completed biographi- 
cal and military questionnaires to the New York office by psychi- 
atrists who have neglected to send in their replies. 

Similarly, so that there may be throughout the year better coor- 
dination and control of publicity in psychiatry or rather in the 
field of public education, 12 carefully selected regional representa- 
tives of the Committee on Public Education have been appointed. 
These Fellows, in cooperation with and under the leadership of the 
chairman cf the committee will observe and from time to time 
report on psychiatric affairs, trends and developments in their 
districts. They will be prepared on occasion to restate standards 
and policies already established by the Association. As has been 
announced by the committee, it is the purpose to avoid “any effort 
to stimulate a sudden and concerted program for public education 
through this new organization preferring to have such a program 
develop slowly and adapting it to the needs as they become known.” 

So far, there have been under discussion the accomplishments, 
also some of the present trends and developments in orgaiiization 
as they concern the Association in general. There remain for con- 
sideration organization and administration in the field of psychiatry 
as they may or should be found in State Governments. In view of 
the varying adequacy of hospitals, the difficulties experienced by 
executive personnel and the frequently unsatisfactory conditions 
surrounding mental patients still reported to exist in both this 
country and Canada, one need not apologize for reverting to such a 
dry routine subject and your patient indulgence will be appreciated. 

The problem of the growing public hospitalization of mental 
patients is ever present. Whether this is considered from the 
patients’ welfare point of view or from that of the increasing cost 
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to the taxpayer, the type of control and hospital administration will 
bear a relationship. There are a number of 
tion and administration, depending somewhat upon the size of the 
State or division, the number of hospital units within its borders, 
whether or not there is a system of civil service, and the extent to 


patterns of organiza- 


which the institutions and those in charge are involved in politics. 

Time limits will not permit full and detailed discussion of the 
different varieties of existing organization. This may be found in 
the very complete contributions to the Symposium on Mental 
Health of the American Association for the Advancement of Sci- 
ence in 1938 and later published in a separate volume. The subject 
was also extensively covered during the 1939 meeting of The 
American Psychiatric Association. However, some types of organi- 
zation regarded from personal experience as desirable but probably 
requiring further study and modification for practical application 
in certain localities will be considered 

In the early days, each hospital was largely governed separately 
by its own Board under the immediate control of a superintendent 
who according to tradition, sometimes ruled with Czar-like au- 
thority. Over the years ther 


1as developed more and more cen- 
tralization and where there are several hospitals or other institu- 
tion units for mental patients in any one State or division, there 
appear to be very good reasons for a supervisory office for economy, 
efficiency, maintenance of proper standards of treatment and care, 
budgetary control and coordination of all activities. Conditions 
under central control, however, may become intolerable where, 
through ruthless and arbitrary rulings, the initiative of efficient 
superintendents may be destroyed. 

When such a central office is a separate State department devoted 
exclusively to mental health, the head is apt to have a cabinet rank, 
with his period of service corresponding with the term of the 
appointing governor. A new administration will mean a complete 
change of cabinet except in unusual circumstances with the hazards 
of departmental instability, uncertainty of tenure of subordinates 
and changeable general policies. But if the central office is a bureau 
in a department charged also with responsibilities other than 
mental health, the head may be continued in office through a num- 
ber of administrations with some stabilization of activities in behalf 
of mental patients. There will, however, be no absolute assurance 
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of such prolonged tenure, even though the services may be 
satisfactory. 

Ideally, the head of such a separate department might well be 
appointed for a period not to coincide with the term of the governor 
by a non-partisan commission of distinguished citizens, the terms 
of whose members to be overlapping. With the appointment of a 
well qualified departmental head, under these circumstances, such 
as an experienced psychiatrist and mental hospital administrator, 
certified by the American Board of Psychiatry and Neurology, 
there will be continuity of service and policy and a situation which 
will generally contribute to the welfare of the patients. 

Whether or not each hospital should have a Board of Trustees, 
is a debatable question. If there is a strong central office, not domi- 
nated by petty political considerations, with an able head who will 
be continued in office during satisfactory service, there will be no 
necessity for a Board of Trustees. A Board of Visitors, however, 
would be useful, one with limited powers, the terms of the members 
overlapping, representing the hospital district, able to interpret the 
hospital to the community and interested in upholding the super- 
intendent in constructive leadership. 

From a superintendent’s standpoint, it may be well to have a 
Board of Trustees as a stabilizing and protective body, should the 
central office encroach too much, either from political or other 
motives, or the community attack through misunderstandings. If 
a Board exists, the terms of the members should, as already men- 
tioned, overlap and they should not all be from the immediate 
hospital locality, but should represent the whole hospital district. 
The Board members, furthermore, should be selected from dis- 
tinguished public spirited and socially minded citizens rather than 
from those interested primarily in local politics. 

Whatever the general scheme of State government may be, the 
efficiency of a mental hospital depends largely, if not wholly, upon 
the quality of the medical service. Buildings and equipment may be 
of the highest order but without the inspiration of medical leader- 
ship, progressive policies and the well-directed use of the facilities 
available, the patients are not apt to receive the best type of treat- 
ment and care. In the final analysis, a hospital rarely rises above 
the level of efficiency of the superintendent. If the superintendent 
is a well educated physician and psychiatrist, certified by the Ameri- 
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can Board of Psychiatry and Neurology, an experienced mental 
hospital administrator of proven executive ability, it is safe to 
conclude that the hospital is successfully conducted, provided he is 
not hampered by political interference or too drastic budgetary 
limitations. 

It might seem axiomatic that public mental hospital administra- 
tion is a medical specialty, and that training for this responsible 
position is acquired in the various grades of assistant physician. 
It is surprising that such a fundamental proposition still has to be 
defended and explained, sometimes even in the more enlightened 
communities. It is, therefore, important that mental hospital admin- 
istration as such be given more recognition and accorded an hon- 
orable place in the field of psychiatry, in support of the principle 
of qualified superintendents, physicians who are trained and ex- 
perienced both in psychiatry and mental hospital administration. 

If there is a well established and properly conducted civil service, 
with training opportunities and promotion through grades, quali- 
fied personnel may be reasonably assured. It is realized that civil 
service as such has both advantages and disadvantages. There may 
be rigid eligible lists from which candidates must be drawn. It is 
possible that in some places civil service may tend to protect and 
hold in office less able persons rather than to insure securing the best 
qualified. Civil service, however, is apt to bring about a founda- 
tion feeling of security in position and freedom from political com- 
plications, making possible the best efforts of conscientious officers 
and employes. Civil service offers the opportunity for reaching the 
grade of superintendent through industry, study and qualifying by 
examination, thus building up stability in the hospital service. 
Superintendents are apt to have grown up in the ranks with prac- 
tical knowledge of the various positions over which they have 
supervision. In a system of civil service, it is probable, also, that 
a superintendent has served in several institutions in subordinate 
positions, thus insuring a broader experience. 

In the absence of civil service, other methods of training and 
promotion of personnel may be devised. For example, consider 
especially the preparation of the assistant superintendent for full 
charge of the hospital. It may be assumed that the assistant super- 
intendent has served an apprenticeship in the various grades of 
assistant physician and has had the benefit of any postgraduate 
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courses that the central office may find it possible to establish for 
the younger staff members. The assistant superintendent, however, 
should have further systematic and practical experience, especially 
in the departments of the hospital with which he may not yet have 
become familiar. 

In the executive field, the assistant superintendent should be- 
come experienced in affairs often regarded as more specially within 
the scope of a superintendent. Included will be general inspections ; 
the employment, assignment, direction and dismissal of employees 
with problems of discipline and morale; the meeting of visitors; 
the conducting of correspondence; the planning for future build- 
ings with the selection of furniture and equipment; assisting in 
determining policies; the occasional attendance at meetings of 
boards of trustees ; conferences and discussions with heads of vari- 
ous departments and so on. 

In the business management field, the assistant superintendent 
should gain enough experience to enable him to understand and 
participate in the budget preparation and control with the necessary 
accounting systems; the purchase, issue and record keeping of 
stores; food preparation and distribution; the supervision of the 
farm, dairy, laundry, power house and various shops. 

Where there is central control, the future superintendent should 
have some intimate knowledge of the affairs of the department. 
Such an opportunity may be made through a tour of duty of at least 
several months with the department, during which may be included 
an assignment as medical inspector of all institutions for mental 
patients throughout the State. In this way, he will learn about the 
problems of other institutions, their excellent or inadequate fea- 
tures, and the resources of the State for mental health, information 
that will be valuable to him, not only when he returns to his regu- 
lar work, but also when he assumes greater responsibilities. 

It will not be possible, nor should it be necessary to discuss the 
many other details of hospital organization, policies and their appli- 
cation. But in general, after provisions have been made for secur- 
ing adequate personnel and developing training plans for efficient 
service, there should obviously be facilities and personnel for such 
minimum objectives of public mental hospitals as the following : 


1. Effective treatment and restoration of as many patients as possible, with 
assistance in community rehabilitation. 
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2. Appropriate treatment of special cases, with such classification and 
segregation as may be required 


3. Training to some degree of usefulness of as many patients as possible. 

4. Comfortable and safe custodial care of the aged and other more or less 
helpless types of patients, who remain in the hospital 

5. Consideration of such other methods as boarding-out o1 family care, the 
establishment of supervised community occupational centers for suitable pa- 
roled patients and other innovations as they may be suggested 


Furthermore, all public mental hospitals should recognize their 

community opportunities and responsibilities. Each hospital should 

be the center of mental health activities from the district from 

which it receives patients. Through mental 

for child guidance, social service contacts, participation in medical 


clinics, including those 


society and other meetings by the staff, appropriate and carefully 
formulated news releases, and so on, the hospital should lead in 
constructive efforts for mental health 

Governmental agencies should assume greater responsibility for 
formal research in the etiology, treatment and prevention of mental 


1 


disorders and their complications. When one considers the tremen- 
th 


dous cost of meeting the problem of institutionalization of the 
mentally ill and mentally deficient and in contrast th 
amounts made available for research, it is no wonder that more 


has not been accomplished. It is true that philanthropic organiza- 


e pitifully small 


tions and foundations have, from time to time, liberally subsidized 


special psychiatric studies with progress in some of the problems 
involved. There should be, however, designation of an adequate 
percentage of appropriations for mental patients for the purpose of 
research and educational training, and the establishment of suitable 


] 


facilities for the practical application of such segregated funds. 

The usual, or what might be termed the “general”? mental hos- 
pital is obviously and primarily engaged in the treatment and care 
of large numbers of patients. Research may be succe ssfully con- 
ducted even under such circumstances and should be encouraged. 
The comparatively smail medical staff of the average mental hos- 
pital, however, overwhelmed by vast routine responsibilities, but 
with limited time and facilities, cannot as a rule undertake much 
formal research. 

For successful research, there should be a limited number of 
beds, a liberal diagnostic and therapeutic equipment, an adequate 
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staff of specialists with the opportunity to select and retain for a 
sufficient time groups of patients for intensive study and treatment. 
Where there are a number of institutions for mental patients, a 
State owned psychiatric hospital or institute is therefore, not only 
justified but urgently needed. This hospital should be adjacent to a 
medical school and general hospital, the latter in order that recipro- 
cal relations may extend the scope of both institutions. Such a hos- 
pital should not in any sense be a classification or distribution 
center, to which all patients are first to be admitted, for this would 
result in a large number of admissions, with very short periods 
of hospital residence, thus defeating to a considerable extent the 
possibility of research. 

In short, a psychiatric hospital and institute should be an impor- 
tant adjunct to the service for mental patients in a large State. 
With brilliant and progressive leadership, it will stimulate interest 
in psychiatric problems among medical students and postgraduates 
and be a training center for hospital staffs. It will provide a state 
service with an environment, facilities and personnel which should 
be conducive towards serious research and organized educational 
training in psychiatry. It will stimulate, assist and coordinate such 
research projects as may be suitable for the State hospitals. It is 
fully realized there is nothing new in these ideas and that such a 
program has been in effect for some years in a few places. The 
program is again presented only because there continue to be urgent 
reasons for more general adoption. 

To summarize in conclusion, some of the accomplishments and 
trends of the Association have been reviewed. It has been shown 
how the organization and the administration of affairs have gradu- 
ally built up the standards and the resulting appreciation of psy- 
chiatry as a medical specialty. 

It has also been demonstrated how the interests of the member- 
ship are becoming more and more actively safeguarded and pro- 
moted continuously throughout the year. 

Furthermore, some vital and ever-present problems of the organi- 
zation and administration of public mental hospitals have been 
discussed. There have been references to central control, boards of 
trustees or visitors, superintendents and medical staffs. Emphasis 
has been made upon the desirability for stability both in personnel 
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and policies, the appointment of well qualified accredited personnel 
and continuance in office during satisfactory service, elimination of 
political interference, the establishment of a civil service, and some 
consideration of the need for and the makeup of boards of trustees 
or visitors. The importance that medical superintendents be trained 
as mental hospital administrators was stressed and it is urged that 
this part of their experience be given due weight. 

Finally, reference has been made to the necessity for more wide- 
spread, systematic research and educational training in psychiatry 
with facilities coordinated and largely concentrated as to the larger 
States in a central psychiatric hospital and institute affiliated with 
a medical school and general hospital. The suggestion has also been 
made that the Association’s Research Committee might well de- 
velop into a stimulating and coordinating council for all mental 
hospitals. 

With the expanding influence of the Association and the more 
continuous functioning through the committees and their local rep- 
resentatives, leadership in psychiatry will become more firmly estab- 
lished. Eternal vigilance must be exercised somewhere against any 
trends towards lower standards for the treatment and care of 
mental patients. Constant constructive efforts also must be em- 
ployed towards progressive plans and policies. These activities 
should naturally and logically be centered in The American Psychi- 
atric Association which is becoming more adequately prepared to 
assume such responsibilities. 


WILLIAM CHARLES SANDY, M.D. 


PRESIDENT, 1939-1940. 


A BIoGRAPHICAL SKETCH, 
3y HENRY I. KLOPP, M.D. 


William Charles Sandy, son of William Charles and Eliza 
(Rounsavell), was born in Troy, New York, September 9, 1876. 
After receiving his early education in the public schools of Newark, 
New Jersey, he graduated from Columbia College in 1898 with the 
degree A. B. and in 1go1 from the College of Physicians and Sur- 
geons, New York City, with the degree of Doctor of Medicine. 
He served his interneship in the Newark City Hospital, Newark, 
New Jersey, from 1902 to 1903 and since that time has devoted 
himself wholly to the specialty of nervous and mental diseases in 
hospital, field and administrative activities. He started at the foot 
of the ladder as assistant physician and has held advancing posi- 
tions in state institutions in New Jersey, New York, South Caro- 
lina, Connecticut and lastly Pennsylvania. 

Beginning as assistant physician at the New Jersey State Hos- 
pital at Trenton in 1905, Dr. Sandy continued in that position until 
1913 when he was appointed to the staff of the King’s Park State 
Hospital in New York. Here he remained two years. 

In 1915 he resigned his position in the King’s Park State Hos- 
pital and assumed the duties of medical director of the South 
Carolina State Hospital at Columbia, South Carolina (1915-1917). 
Within the time of this service, namely in 1916, under the auspices 
of the National Committee for Mental Hygiene and the Public 
Charities Association of Pennsylvania, he conducted a survey of 
the county institutions for the mentally ill in Pennsylvania. 

In 1917 the state of Connecticut offered him an assistant superin- 
tendency at the state hospital in Middletown, which position he 
occupied until 1918. 

During the World War Dr. Sandy was commissioned in the 
Medical Corps of the U. S. Army, stationed for the most part in 
the office of the Surgeon General, division of neurology and psy- 
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chiatry. He now holds the rank of Lieutenant-Colonel in the 
Medical Reserve Corps of the U. S. Army. Following the war he 
returned to the state of New York and became psychiatrist to 
the New York State Commission for Mental Defectives (19I9- 
1921). 

In December 1921, he was appointed the first director of the 
Bureau of Mental Health of the Pennsylvania Department of Wel- 
fare. In this official position he has been instrumental in the ad- 
vancement of psychiatry in Pennsylvania, particularly in the im- 
provement of hospital standards in all its mental institutions, both 
state and county, anu in promoting sound legislation governing 
hospital procedure and the care of the mentally ill. 

During his nineteen years’ service as director of the Bureau of 
Mental Health, Dr. Sandy has functioned under nine secretaries of 
welfare, of whom three were physicians and six lay persons, two 
being women. He has gained and held the confidence, respect and 
friendship of the respective nine secretaries of welfare. He has 
shown patience, tact and diplomacy in his manifold contacts and 
associations with legislators, officials, superintendents of state, 
county and private hospitals and the many others who have come 
to him. 

He is a member of county, state and national medical societies, 
including especially those devoted to psychiatry and mental hygiene. 
He has been a member of The American Psychiatric Association 
since 1908 and served as secretary-treasurer (1933-1938), retiring 
from that position on becoming president-elect. He is a diplomate 
of the American Board of Psychiatry and Neurology, Inc. He 
was a member of the organization committee of the Pennsylvania 
Psychiatric Society established in October 1939, and is its first and 
present president. He is a member of the Philadelphia Psychiatric 
Society ; the American Medical Association ; the American Associa- 
tion on Mental Deficiency; the National Committee for Mental 
Hygiene ; the Mental Hygiene Committee of the Public Charities 
Association of Pennsylvania 

Dr. Sandy was married to Vida Dowers of Interlaken, New 
York, in 1905. Mrs. Sandy, herself a registered nurse, shared 
Dr. Sandy’s interests and has contributed in no small measure to 
his success throughout his professional career. Two children 
blessed this union, Elizabeth and William Charles III. The 
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daughter, a graduate of Pennsylvania State College and Potsdam 
State Normal School, New York, is on the staff of the King’s Park 
State Hospital. The son, William, a graduate of Cornell Uni- 
versity, was married in 1939, and is connected with one of the 
leading banks in New York City. 

Dr. Sandy’s church affiliation is Episcopalian. He is a member 
of the Masonic bodies and the Torch Club. 

He is the author of numerous articles dealing with mental dis- 
eases and the different phases of mental hygiene, published in 
medical and other journals. 

The rare combination of tact, diplomacy, natural ability and 
unobtrusive efficiency, together with a quiet, ever-present and dis- 
arming good humor which so truly characterizes Dr. Sandy, has 
made possible his enviable record of service and accomplishment. 
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A STUDY OF ONE HUNDRED PATIENTS SUFFERING 
FROM PSYCHOSIS WITH CEREBRAL 
ARTERIOSCLEROSIS.* 


By HOLLIS E. CLOW, M.D. 


The growing importance of the problems presented by psychoses 
with cerebral arteriosclerosis is well indicated by the recent statisti- 
cal studies of Landis and Page. These authors have concluded 
that this is the only mental disease which showed an appreciable 
increase in the 25-year period from 1912 to 1936 when its incidence 
in first admissions to New York State hospitals gradually rose 
530 per cent. With an increase in life expectancy more people are 
reaching the arteriosclerotic age and we may prepare to be more 
and more concerned with this psychosis of advancing years. 

The present study was made in an attempt to determine the nature 
of individuals who develop psychoses with cerebral arteriosclerosis 
and to discover what results may be expected in their treatment. 
The material studied was the case histories of the 100 patients 
diagnosed as having psychoses with cerebral arteriosclerosis who 
were admitted to the New York Hospital—Westchester Division 
during the 22'4-year period from July 1916 to February 1939. 
The small incidence of this group, representing 1.6 per cent of the 
total admissions during this period, is due to the hospital policy 
of selecting for admission in general younger patients who may 
reasonably be expected to benefit from treatment. The percentage 
of these cases is low when compared with that of first admissions 
to the New York State hospitals which Mahlzberg has shown rose 
steadily from 4 per cent in 1917 to 16.3 per cent in 1935. 

In the group of cases presented there were 55 males and 45 
females, a ratio of 1.2 to 1. Landis and Page found a similar trend 
in the reports from the state mental hospitals of the United States 


* Read before the Section of Neurology and Psychiatry at the New York 
Academy of Medicine, New York City, Dec. 12, 19309. 
From the clinical service of the New York Hospital-Westchester Division, 


White Plains, N. Y. 
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for 1933 when the first admissions of male patients suffering from 
psychosis with cerebral arteriosclerosis outnumbered the females 
by a ratio of 1.52 to I per 100,000 population. 

The histories of our patients showed that 56 were married, 
19 were widowed, 24 were single, and one was divorced. The 
patients were well educated. Twenty-nine had attended college, 
42 had been to high school while 28 had attended only grammar 
school. They were all of normal or superior intelligence and the 
great majority of them had been successful in their work. They 
were energetic, industrious persons who worked hard to achieve 
their ambitions. Sixty-one of them were considered to be more 
than ordinarily tense individuals. Their energy however was often 
directed almost exclusively toward their work. Fifty of them were 
described as having an unusually narrow range of interests. A 
large proportion of them had made notably poor sexual adjust- 
ments. Thirty-three showed maladjustments ranging from frigidity 
to promiscuity and psychopathic behavior. 

The occupations of these patients are of interest. Twenty-nine 
of the women were housewives, 10 supported themselves at business 
or in professions while six had no special occupation. Seventeen 
of the 55 men were retired. Thirty-two had been engaged in busi- 
ness pursuits, while six were professional men including lawyers, 
physicians, a clergyman, and two college professors. The median 
age of the 100 patients was 64 years at the time of admission. The 
youngest was 43 while the oldest was 84. Thirty-three of the 
patients were less than 60 years old. 

A study of the family histories of these patients shows a high 
incidence of cardio-vascular renal disease as well as of specific 
cerebral arteriosclerosis in the grandparents, parents, uncles, aunts 
and siblings. Fifty-five of the patients had a family history of 
cardio-vascular renal involvement while 51 of them had a family 
history of cerebral arteriosclerosis as manifested by cerebral acci- 
dents. It is interesting to note that there was severe cardio-vascular 
renal disease in one parent in the cases of 36 patients. The families 
of 48 of the patients were made up of predominantly tense, ag- 
gressive, energetic individuals. There was a history of mental ill- 
ness in 30 of these families in 18 of which there were manic- 
depressive psychoses. 
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The patients themselves showed a high incidence of previous 
manic-depressive disturbances. Thirty-three had been previously 
incapacitated by mental illness. Twenty-four of this number had 
had definite psychoses, 20 of a manic-depressive nature. Twelve 
of the manic-depressive group had recovered from depressed and 
agitated attacks during the involution period. One patient had a 
manic attack at 70 and again at 74, four years before the develop- 
ment of psychosis with cerebral arteriosclerosis. Seven patients 
had had depressed attacks before the age of 410. 

The use of alcohol and tobacco appeared to have no influence 
on the development of psychosis with cerebral arteriosclerosis, 
Forty-eight of the patients were teetotalers, 31 took an occasional 
social drink, nine were moderate drinkers and nine drank to excess, 
There was no history as to alcoholic indulgence in three cases. 
Twenty-four of the patients were non-smokers, 23 were moderate 
smokers, while only 10 smoked to excess. There was no history 
of the use of tobacco in 43 patients. As might be expected there 
was very little smoking or drinking reported among the women of 
this period and age group. 

The onset of the psychosis was gradual in 83 patients with a 
median time of one year and nine months from the onset of such 
symptoms as periods of confusion, emotional lability, memory de- 
fects and poor judgment until the time of hospitalization. In 17 
cases the onset of the psychosis appeared to be sudden. 

In this group of cases peripheral arteriosclerosis was demon- 
strated more frequently than retinal arteriosclerosis. There were 
89 patients in whom peripheral arteriosclerosis was definitely 
present, 10 in whom it was not present and one in whom there 
was no history. Retinal arteriosclerosis was demonstrated in 7 
patients. There was no evidence of retinal arteriosclerosis in 23 
patients and no history in one patient. The majority of the patients 
had an elevation of blood pressure. Seventy-nine had a hyper- 
tension of more than 150/90 while in 21 cases the blood pressure 
was normal or reduced. Fifiy of the patients were known to have 
had one or more vascular accidents. In 26 cases the onset of the 
psychosis seemed immediately related to the vascular accident. 
Focal signs of central nervous system damage were discovered in 
59 patients, while none was found in 41. Twenty-eight patients 
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had definite evidence of chronic nephritis as shown by the urine, 
renal function tests or increase in the blood urea nitrogen. All 
of the patients had negative blood Wassermann tests. 

Toxic factors frequently contributed to the development of a 
psychosis with cerebral arteriosclerosis. There was a history of 
the definitely excessive use of sedative medication, before admis- 
sion, in 18 patients. Nineteen other patients had received at least 
moderate amounts of drugs. The use of drugs was not mentioned 
in the histories of 61 patients but the probability remains that many 
of these also received certain amounts of sedative medication. In 
two patients the delirium appeared to be precipitated by an operative 
procedure. One of these patients had submitted to a herniorrhaphy, 
the other to a supra pubic cystotomy. Both of these made a good 
recovery from the delirium but had residual memory defects and 
other evidences of cerebral arteriosclerosis. Trauma appeared re- 
sponsible for the precipitation of a psychosis in two patients who 
had already suffered for some time from slight memory difficulties. 
Both developed psychoses immediately after minor automobile acci- 
dents in which neither appeared hurt physically. In two other 
patients the psychosis appeared to be precipitated by infections, 
in one case by influenza, in the other by erysipelas. 

Notwithstanding the large number of cases in which toxic and 
physical factors appeared to play the chief role, emotional dis- 
turbances apparently were by far the most frequent factors to 
upset the limited adjustment of the cerebral arteriosclerotic and 
to precipitate a psychosis. There were apparently adequate emo- 
tional precipitating causes in 76 patients. None was noted in 24. 
The commonest disturbing emotional factor was worry over the 
illness or death of the husband, wife or other close relative. This 
occurred in 30 patients who were unable to adjust to their grief 
and loss of security. In one of the patients the death of the old 
family doctor appeared to cause the psychosis. Intense worry over 
failing physical and mental powers was prominent in 24 patients. 
Twenty-three were greatly worried about financial insecurity and 
of being a burden to others. Six patients were greatly troubled 
with sexual worries concerning masturbation, promiscuity or sexual 
frustration. The histories were not informative as to presence of 
sexual impotence in this series of patients. 
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Delirium was the most frequent presenting clinical picture, oc- 
curring in 34 patients. There were 19 with agitated depression, 
18 with mental confusion, five depression, five manic-like states, 
and four paranoid states. In 14 patients deteriorated behavior was 
the outstanding feature. 

Because of the frequency of depressed states, the practical ques- 
tion of suicidal tendencies arises in these cases. It was found that 
29 patients expressed suicidal trends while eight others made actual 
attempts. Another committed suicide three months after leaving 
the hospital. There was no record of suicidal trends or attempts 
in 63. 

We will reserve the discussion of the treatment and its results 
in order to present briefly the histories of four patients; those of 
a man and a woman who recovered and one of each who did not. 
The basis for the diagnosis of these four cases and of the other 
g6 in the group depends on the classification accepted by The 
American Psychiatric Association. 


CasE 1.—A chemist, 66 years of age, had for several years been greatly 
worried about the condition of his invalid wife to whose care he gave much 
effort. For a year it was noticed that he had become greatly concerned 
over trifles. He had written rambling letters. He slept poorly. Ten days 
before admission he became abruptly worse, was incoherent in his speech 
and had periods of mental confusion especially at night. He developed a 
delirium in which he believed there were microphones in the home. He 
wandered outside without clothing. He believed he had been drugged by 
a burglar and later said he had been hit over the head with a blackjack. 
There was no history of drug medication. He came to the hospital on 
commitment. 

A study of his family history revealed that his father had died of angina 
pectoris. Two maternal aunts had suffered from chronic psychoses, the 
nature of which were not stated. The patient himself had been a healthy, 
sturdy child. He was exceptionally bright in school, graduated with honors 
and became well known in his profession. He was a tireless worker with 
practically no outside interests. His personality was described as efficient, 


methodical and rigid. He was well adjusted to marriage. He abstained 
from alcohol and smoked very little. He gave up most of his work to 
prepare an ambitious treatise of chemistry. At 59 he had been nervous 


for several months supposedly because of overwork. His physical health 
had been good until 63 when he was found to have auricular fibrillation. 
This improved with digitalis. 

On admission to the hospital he was mildly agitated, 


showed a gross 
attention defect, was confused, vague, dreamy, delusional 


and rambling in 
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his speech. He had an aphasia marked by inability to combine words 
properly to explain himself. He had a marked defect in his ability to 
recall recent events. Emotionally he was depressed and at times irritable 
and childish. 

Physically he showed definite peripheral and retinal arteriosclerosis. His 
bleod pressure was 184/136. His heart was enlarged and fibrillating although 
there was no evidence of decompensation. He had a coarse tremor of his 
hands. His reflexes were normal. He had chronic nephritis. His blood 
chemistry was normal and his blood Wassermann reaction negative. 

His treatment consisted of rest, massage, digitalis, adequate fluids and 
food, and enemata for his severe constipation. He required much encourage- 
ment and reassurance. Nine days after admission his aphasia had disap- 
peared but he continued apprehensive and he had a memory defect. He 
worried greatly over his elimination. Physically much stronger, his interests 
were stimulated in occupation and in modified gymnasium work. He greatly 
enjoyed his associations with other patients saying he had formed more 
friendships in the hospital than he had for the previous 10 years. Two 
months after admission he had recovered complete insight. After another 
month’s convalescence he was discharged as recovered. He had no apparent 
residual mental symptoms. 

This man continued well and productive for three years resuming work 
on his chemical treatise and adjusting to the death of his wife. He remarried 
three years after discharge but soon became more irritable, forgetful and 
fearful and at his own request was readmitted to the hospital in a confused 
state of mind three and a half years after his first discharge. He again 
improved in three and a half months but this time with considerable residual 
memory defect. He was reported to have died of pneumonia six years later 
at the age of 75. 


Case 2.—A 68-year-old lawyer was admitted to the hospital in a disturbed, 
confused condition. His grandmother and sister had died of apoplexy. He 
was a very intelligent child, had been graduated from college where he was 
a member of Phi Beta Kappa and later became distinguished at law. His 
personality was described as practical, tolerant, sociable, energetic and opti- 
mistic. His married life was happy. He had had no previous attacks of 
mental disorder. For the past six years he had gradually become more 
easily fatigued and lost his enthusiasm. He worried about the added re- 
sponsibility of caring for his paralyzed sister. About two months before 
admission he began to misplace articles and write long complicated irrelevant 
letters. He was irritable. He was preoccupied with his constipation. He 
began to show poor judgment talking about intimate details of his work. 
Brought to the hospital on commitment he was overactive, confused, emo- 
tionally labile, demanding, grandiose and sarcastic. His memory was grossly 
impaired. 

Physically he was undernourished. He had peripheral and retinal arterio- 
sclerosis. His blood pressure was 190/78. Laboratory work was normal. 
He showed no evidence of chronic nephritis. Neurological examination was 
negative except for a slight irregularity of his pupils. 
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In the hospital he rapidly became more deteriorated in his behavior. He 
wet and soiled, was talkative and overactive. His speech was usually inco- 
herent. Although very much confused in his thinking on two occasions he 
seemed totally clear for periods of about one half hour. 

To ensure an adequate intake of fluids and nourishment it was at times 
necessary to tube-feed him. He received enemata for constipation. He was 
able to take a limited amount of exercise and to engage in a small amount 
of occupational therapy. It became apparent that his outlook was very poor, 
consequently three and a half months after admission it was advised that 
he be transferred. His condition was unimproved. 


CasE 3.—A married woman of 64 had had a slight but noticeable reduc- 
tion in the acuity of her recent memory for about a year. For two months 
she had been worried about her husband’s illness. A month before admission 
she developed persecutory ideas, believed someone was trying to injure her 
husband, misidentified old friends who came to visit, was forgetful of recent 
events and wandered aimlessly about the house at night. She was discovered 
in a confused state trying to get out of a window at 3 a.m. On the advice 
of her physician she entered the hospital on a voluntary status. 

There were numerous instances of cardio-vascular disease in the family. 
One older sister was treated for psychosis with cerebral arteriosclerosis while 
another sister apparently had this disease. The mother had chronic nephritis 
and the maternal grandmother had a senile psychosis. The patient’s early de- 
velopment was normal. She did average work in school, finishing the 
grades. She was said to have been well adjusted to marriage which 
occurred at 25. Her personality was described as worrisome, touchy and 
quick tempered. She was over-conscientious. Her interests were narrow 
and mainly confined to her home where she worked hard. She did not 
smoke or drink. She was of a suspicious nature. She became depressed 
at 55 at her menopause. At that time, seven years before her present 
admission, she had a systolic blood pressure of 210 mm. She had had dyspnea 
on slight exertion. In the past seven years she had had a total of six 
depressions each lasting for two or three months. In the last depression 
six months before the present illness she showed a recent memory defect 
and incoherence. 

On admission to the hospital she was irritable, depressed and at times 
agitated. She displayed transitory periods of mental confusion such as are 
typically seen in psychoses with cerebral arteriosclerosis. Her memory was 
impaired for recent events. Her ability to calculate was poor. She had good 
insight. Her physical examination revealed a blood pressure of 170/100. 
She had retinal arteriosclerosis. X-ray revealed an enlarged heart and 
marked arteriosclerotic changes of the aorta. Blood chemistry and serology 
were negative. There was no evidence of nephritis. 
tion revealed no focal signs. 

Her treatment consisted of rest, enemata, and 


Neurological examina- 


adequate food and fluid 
intake which required considerable coaxing. Her tension responded well 
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to massage. Three weeks after admission she was cheerful and had no 
further periods of confusion. On a modified program -she enjoyed pool, 
bowling and walking. She obtained much satisfaction from her work at 
occupational therapy. Seven weeks after admission she left the hospital 
on extended visit in a much improved condition. She adjusted well at home. 
Thirteen months later when she brought her husband to the hospital with 
a depression she appeared recovered. The only residual was a scarcely 
noticeable reduction in the acuity of her recent memory. 


Case 4.—A single woman of 69 had seemed less acute mentally for about 
10 months. Four months before admission her memory became more im- 
paired. She was tense, depressed, seclusive, slow and confused in her 
thinking. She could not concentrate. She suffered from attacks of dizziness. 
She became rebellious at her care and developed poorly systematized delu- 
sions of being spied upon. Frequently on rising in the morning she would 
have lucid periods lasting for two or three hours followed by mental con- 
fusion. During one of her clear periods she requested admission to the 
hospital. 

Information, which was scanty, regarding her family contained no record 
of familial arteriosclerosis. Her early development was considered normal. 
After a private school education she kept house for her family. She was 
not known to have had much interest in men. Her personality was de- 
scribed as sociable, precise, perfectionistic and worrisome. She had always 
enjoyed good physical health. She had had no previous mental illnesses. 

On admission to the hospital she showed the symptoms of psychosis with 
cerebral arteriosclerosis. She was confused in thought, agitated, fearful 
and resistive. She often mumbled unintelligibly. Her sensorium was de- 
fective. Physically she was undernourished. Her radial arteries were thick- 
ened. Her blood pressure was not increased. Examination of her heart 
revealed the presence of extra systoles. There were no focal neurological 
signs. Studies showed her blood chemistry to be normal. Her blood Wasser- 
mann was negative. Blood cystology revealed a moderate secondary anemia. 
Treatment was directed first toward improving her physical condition. 
Because of her suspicions regarding food she required tube feeding. The 
administration of liver extract and iron resulted in the improvement of her 
anemia. Her agitation was helped by massage and a course of moderate 
quantities of luminal. She had frequent interviews with her physician. 
Although she had a clear period lasting several hours in which she was 
cheerful and felt quite normal she soon complained that a fog was coming 
over her and again became confused and agitated. Her behavior became 
worse with wetting, soiling and other evidences of deterioration. After 4 
months of treatment she was discharged to go to another hospital. Her 
condition was unimproved. 


The histories of these four patients suggest many indications for 
treatment which were found in the group as a whole. Because of 
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the usual state of mal-nutrition and dehydration adequate food and 
water intake was assured often by regular tube-feeding. Courses 
of enemata were found to be very useful in combating the toxic 
state in many who suffered from constipation. Sedative drugs were 
infrequently used because of their tendency to make the patients 
more confused. Massage, baths and sedative packs were often 
effective in reducing tension in the patients. Frequent conditions 
such as chronic myocarditis and chronic cystitis required treatment 
by appropriate means. An organized program of rest, physical 
activity and occupational therapy adapted to the patients’ capaci- 
ties was of great value in building up their confidence. This was 
particularly true since most of the patients with their indecision and 
inability to adapt had developed aimless and unhealthy habits of 
living. Many with narrowed interests expressed pleasure at having 
made more friends in the hospital than they had made for years, 

Psychotherapy was indispensable in the treatment of this group 
in 76 per cent of whom emotional factors appeared to be a definite 
precipitating cause. All of the patients had frequent interviews 
with their physician. Explanation and reassurance did a great 
deal to allay their fears. Later many responded well to education 
and advice to live simply and within their capacities. Educating 
the families of the patients as to their capabilities frequently aided 
in their adjustment at home. 

Of the group of 100 patients treated, 11 recovered from their 
psychoses, I2 were considered much improved, 31 improved, 30 
unimproved, and six died. That is to say, there was definite im- 
provement in 64 per cent of the cases. Forty-nine of the patients 
were able to return home while 51 were unable to do so. (Landis 
and Page have found that in the New York hospitals 16 per cent 
were discharged as recovered or improved in the 15 year period 
from 1920-1935.) Some of the improved patients of course re- 
quired a nurse at home either for physical or mental reasons. In 
the group of 11 who were considered recovered, five had slight 
residual memory defects which socially they were able to cover up 
quite well. Six had no apparent residual mental defects. 

Subsequent information regarding the 11 patients who recovered 
indicated that one was productive for 34 years after which he 
was readmitted in another state of confusion and again improved. 
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One was doing well at his work after 2} years. Four were doing 
well after six months, one of them at his business. Another did 
well for six months when he applied for readmission. One did 
well at business for eight months when he returned in a delirium and 
died. The ninth patient did well for three months, was then re- 
admitted, deteriorated and died. Reports of another indicated that 
he was doing well at his business after six weeks. There was no 
history of the course of the last patient. Of the 12 patients who 
were much improved, there was no further history of six. One 
was reported dead in a year. Two were able to live at home for 
three years, one for 2} years. One was reported doing well after 
two years and one after one year. The median length of treatment 
in this hospital of the series of 100 cases was 138 days. The median 
length of treatment for the 11 who recovered was 201 days. The 
shortest stay among the recovered patients was 42 days while the 
longest was 417 days. The commonest cause of death of the 16 
who died in the hospital was broncho-pneumonia which occurred 
in seven cases. 

A study of the 11 cases who recovered may throw light on the 
reasons why some of the patients did well and some did not. Five 
of this group suffered from delirium, three from agitated depres- 
sions, and three from acute confusions. Six of the patients had 
had quantities of drugs. All had had either significant emotional 
precipitating factors or drugs, or both. In nine of the 30 unim- 
proved patients there were neither apparent significant emotional 
precipitating factors or a history of drugs. 

It has been noted that in 26 patients the onset of a psychosis 
appeared directly related to a vascular accident, that is to say, to 
an endogenous factor. Only nine of these showed any improve- 
ment while seven were unimproved, and 10 died. The assumption 
that a patient’s prognosis is better when his actual psychosis is due 
to a definite external precipitating factor appears to be true in the 
study of this group of cases. 

The investigation of this series of 100 cases of psychosis with 
cerebral arteriosclerosis indicates that there is a very marked 
family background of cardio-vascular renal disease. The family 
stock is for the most part tense, energetic and aggressive. There 
are many instances of manic depressive psychosis in the family and 
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the patients themselves have frequently had such attacks previously. 
The majority of the patients suffered from peripheral and retinal 
arteriosclerosis with hypertension. Fifty of the group had had a 
history of vascular accidents while 59 showed focal signs. Emo- 
tional precipitating causes were very frequent, occurring in 76 
patients, the most common of these being the illness or death of 
a close relative or friend. The toxic effect of drugs in causing the 
psychosis was to be considered in 37 patients. Treatment was di- 
rected toward the principles of psychiatry and internal medicine. 
Such measures as rest, adequate fluids, food, enemata, massage, 
baths and packs were found to be very helpful. The stimulation 
of the interests of the patient, his possibilities for making friends 
and the opportunities for calmly following a prescribed routine of 
physical activity and occupational therapy adapted to his capacities, 
were very important. Reassurance and education of the patient to 
be satisfied to keep within his limitations were beneficial. Educa- 
tion of the patient’s family to understand his condition was also 
important. Eleven of the patients recovered, five with slight re- 
sidual memory defects. Twelve were much improved, 31 were im- 
proved, 30 were unimproved, and 16 died. Forty-nine of the 100 
patients were able to return to their homes. 
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THE RESPIRATORY RESPONSE OF PSYCHO- 
NEUROTIC PATIENTS TO IDEATIONAL 
AND TO SENSORY STIMULI* 


RESPIRATORY RESPONSE IN PSYCHONEUROSES. 


By JACOB E. FINESINGER, M.D., anp SARAH G. MAZICK, M.D., 


Boston, Mass. 


A study of the effect of ideational stimuli upon respiration in a 
series of 41 psychoneurotic patients and in 21 normals has pre- 
viously been reported.t On the basis of the respiratory reactivity 
shown to the suggestion of pleasant and unpleasant ideas, the 
patients could be divided into two groups. Group I, which showed 
the greater reactivity in rate and depth of respiration, and in minute 
respiratory volume, included patients whose diagnoses were hys- 
teria, phobia, and anxiety neurosis. The remaining 12 patients, 
Group II, who reacted on the whole much less markedly, had 
diagnoses of hypochondriasis, reactive depression and compulsion 
neurosis. The normal controls reacted less markedly than Group I, 
but more intensely than Group II. Of the various respiratory func- 
tions studied, the minute respiratory volume which is the product 
of the rate of respiration and of the depth of respiration (tidal 
air) showed the greatest consistency of change in relation to the 
changes in ideations! stimulation. 

In about go per cent of the patients in Group I and of the control 
subjects the minute respiratory volume during the unpleasant 
period (suggestion: “think of unpleasant ideas’) exceeded that 
during the pleasant periods (suggestion: “think of pleasant ideas”) 
that preceded and followed the unpleasant period. In about go 
per cent of these two groups the minute respiratory volume for 


* Read at the ninety-fifth annual meeting of The American Psychiatric As- 
sociation, Chicago, Illinois, May 8-12, 1939. 

This is the second in a series of studies on respiration in psychoneurotic 
patients. 

From the department of diseases of the nervous system, Harvard Medical 
School and the psychiatric department, Massachusetts General Hospital. 
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the unpleasant period also exceeded that for the preliminary period 
during which no suggestions were made by the investigator. A 
majority of the individuals of these two groups had a smaller 
minute respiratory volume during the two pleasant periods than 
during the preliminary period, and the contrast between the value 
for the unpleasant and pleasant periods was quantitatively greater 
than the contrast between the unpleasant and preliminary periods. 
When these individual changes in minute respiratory volume were 
separately averaged for Group I and for the controls, it was found 
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that the changes were two or three times greater for Group I 
patients than for the controls. Between 75 and 95 per cent of the 
patients of Group II also showed a greater minute respiratory vol- 
ume for the unpleasant period than for the two pleasant periods, 
but the mean changes involved were for this group less than half 
as great as those for the control group. The decrease in minute 
respiratory volume for the pleasant periods as compared with the 
preliminary period was observed for a smaller proportion of Group 
II than for the other two groups and the mean changes were again 
relatively small. 

Fig. 1 shows the distribution of individual changes in minute 
respiratory volume measured in liters when the unpleasant period 
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was compared with the preceding pleasant period. The periods of 
ideational stimulation lasted from 3 to 6 minutes. All columns to 
the right of the groups marked by an arrow represent individuals 
whose minute respiratory volume for the unpleasant period ex- 
ceeded that for the preceding pleasant period. The pronounced 
changes shown by Group I patients are evident. It will be seen 
that of the patients of this group, over one-third showed an excess 
volume of 3 to 8 liters per minute for the unpleasant period, while 
none of the controls and none of the patients of Group II showed 
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equivalent changes. Only 1 control subject showed an increase 
of between 2 and 3 liters. Nine patients of Group I and 9 controls 
showed an increase of between 1 and 2 liters, a change which 
appeared for only 1 patient of Group II. A relatively small 
excess in volume for the unpleasant period appeared for only 2 
of the reactive Group I, for 7 of the controls and for 6 of 
Group II. No change at all or an actual small decrease during 
the unpleasant period appeared for 4 persons of Group II and 
for only 1 patient of Group I and 1 control. 

Fig. 2 shows the distribution of the individual changes in terms 
of the percentage change in minute respiratory volume when the 
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unpleasant period is compared with the preceding pleasant period. 
All of the columns to the right « 


f those marked by the arrow 
represent individuals whose minute respiratory volume for the 
unpleasant period exceeded the value for the preceding pleasant 
period. Of the 27 patients of Group I, 18 showed an increase of 
from 20 to 60 per cent, while 8 showed an even greater increase 
and only 1 showed a decrease. Of the 18 control subjects, 16 
showed an increase of from 1 to 40 per cent while 1 showed a 
still greater increase and 1 a decrease. Of the 11 patients of 
Group II, 6 showed an increase of 1 to 20 per cent, 1 showed 
a greater increase (20 to 40 per cent) and 4 showed no change 
or a decrease. Hence Group I reacted most intensely, Group II 
least of all and the reactivity of the controls fell in between that 
of the other 2 groups. 

In another series of experiments upon 39 psychoneurotic patients 
and 15 controls, the reactivity of the groups to a painful stimulus 
and to its recall was measured.* Again the patients were classified 
in 2 groups according to the hospital diagnosis. Group I con- 
sisted of patients whose diagnoses were anxiety neurosis, hysteria 
and phobia. It included 27 patients, g males and 18 females 
with ages ranging from 15 to 47 years. Group II consisted of 
patients whose diagnoses were hypochondriasis, reactive depression, 
compulsion neurosis and questionable schizophrenia. This group 
included 12 patients, 2 males and 10 females, with ages ranging 
from 22 to 49 years. The control subjects again consisted of doc- 
tors, social workers, medical and college students who in a brief 
preliminary interview disclosed no obvious psychoneurotic symp- 
toms. They were not subjected to a medical examination. The 
term, “control subjects,” hence refers to ambulatory, non-psychotic, 
healthy individuals who in contrast to the patients, had no out- 
standing symptoms as far as could be determined in one interview. 
The group consisted of [5 subjects, 6 males and O females. 
Their ages ranged from 18 to 33 years. 

Three types of painful stimuli were used in these experiments. 

1. From 0.5 to 1 cc. of saline was injected intracutaneously in 
the region of the arm over the insertion of the deltoid. 

* Of the patients and controls used in this second series, only 1 patient of 
Group I, 2 of Group II and 2 controls had been included in the previous 
series involving pleasant and unpleasant idea ° 
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2. The skin was repeatedly pricked over a definite area lateral 
to the antecubital fossa. 

3. An electrical shock was administered to the right middle finger 
from the secondary circuit of a Harvard inductorium which was 
connected to a ring electrode fastened to a finger tip. 

Some of the subjects (patients and controls) were given several 
tests with the same or with different stimuli. When more than one 
experiment with the same stimulus was carried out on a single 
subject, only the first experiment was included in this series. When 
two different painful stimuli were used, the first experiment with 
each stimulus was included. 

All the patients and control subjects were under basal condition 
and had had previous experience with the respiratory apparatus. 
(Benedict-Roth metabolism apparatus.) The subjects were at 
tached to the metabolism apparatus, which was filled with oxygen, 
a mouth piece and a nose clip being used, as in routine metabolism 
experiments. A continuous record was taken throughout the dura- 
tion of the test. After a preliminary period lasting from 3 to 6 
minutes, the arm was rubbed with alcohol for a period of 1 
minute (alcohol period) and 2 minutes after this* the patients 
were subjected to the painful stimulus for periods of from 2 to 3 
minutes. For a period of 3 minutes or longer following the pain- 
ful stimulus, the test was continued but no stimulus was adminis- 
tered. This period is referred to as the “interval period.” After 
the interval period, the patients were told: “think of the way you 
felt when I was putting the needle in your arm.” These instructions 
were repeated every 15 or 30 seconds throughout the recall period 
which in most experiments lasted 3 minutes. The patients were then 
disconnected from the apparatus. In some cases they were asked 
to report what they had thought about during the recall period. 

The respiratory records were analyzed as follows: The respira- 
tory rate was counted directly. Depth of inspiration was obtained 
by measuring the vertical distance in mm. between each trough 
and the successive peak of the respiratory tracing and converting 
these measurements into volumes of gas in cc. The product of the 


* The data available from the records for the short period following the 
alcohol minute, and preceding the pain period (post-alcohol period) have not 
been included in all of the charts in the present paper. 


3 


ly 
yd. 
he 
nt 
of 
ise 
16 
a 
of 
ed 
ge 
[] 
lat 
its 
us 
ed 
yn- 
ria 
les 
of 
n, 
up 
ng 
ief 
he 
ic, 
1t- 
Ww. 
es, 
ts. 
in 
| 


32 THE RESPIRATORY RESPONSE IN PSYCHONEUROSES [July 


mean depth of respiration in liters and of the respiratory rate gave 
the minute respiratory volume in liters per minute. The rate of 
oxygen consumption was calculated in the usual way and is pre- 
sented as the metabolic rate in per cent. The metabolic rate must 
be considered as only roughly approximate, since the calculations 
were in many cases made over periods of less than the customary 
6-minute duration. The records were also analyzed for the E-] 
angle. 


DATA. 
Two illustrative experiments are presented in detail below. 


PATIENT I1.—A 42-year-old, married, native-born female who was seen at 
the Massachusetts General Hospital complaining of feeling that something was 
about to happen. She knew it was silly, but could not do anything about it. 
She also complained of pain in the chest, which gripped her and made her 
feel weak, and of general weakness. She said that she could not go to church 
because when the singing started she felt weak all over. She also complained 
of cold feelings and shivering feelings, fainting feelings, feelings that every- 
thing was going through space, and that everything was confused. She was 
very irritable. This patient had previously been seen at the Boston-Lying-In 
Hospital where it was noted that she had hypertension, anasarca and attacks 
of cardiac asthma. At that time she was diagnosed as having toxemia of 
pregnancy and also coronary heart disease. When seen at the Massachusetts 
General Hospital, the diagnosis was anxiety neurosis, sarcoid disease as evi- 
denced by x-ray findings, and obesity. Diagnosis: Anxiety neurosis; sarcoid 
disease ; Obesity ; question of coronary heart disease. 


Fig. 3 shows the respiratory tracing of this patient during the 
6 consecutive test periods (preliminary, alcohol, post-alcohol, pain, 
interval, recall). 

The data obtained from this record are charted in Fig. 4. During 
the preliminary period, the average rate of respiration was 14 
respirations per minute. There was little change during the alcohol 
minute, and a slight increase for the post-alcohol period. During 
the minute of painful stimulation, there was a marked rise in rate 
of respiration to about 34 per minute. During the interval period, 
the respiratory rate dropped to a mean value of 16 per minute. 
During the recall period, which lasted 3 minutes, the respiratory 
rate increased to a mean value of Ig per minute. The average value 
for the depth of respiration during the preliminary period and the 
alcohol period was about 650 cc. During the period of painful 


1940 | J. E. FINESINGER AND S. G. MAZICK 33 


stimulation the depth decreased to a mean value of about 480 cc. 
During the interval period the depth remained on the average at 
about 400 cc. During the recall period there was an increase in depth 
to about 660 cc. The minute respiratory volume averaged about 9 
liters during the preliminary period. During the pain period there 
was a marked increase to 17 liters per minute. During the interval 
period, the minute respiratory volume dropped to a level of about 
7 liters. During the recall period there was a considerable increase 
of minute respiratory volume which attained a level of about 17 


ALCOMOL 


Fic. 3. 


liters per minute, roughly equal to that observed during the pain 
period. The oxygen consumption, which during the preliminary 
period was about 260 cc. per minute, rose to 330 cc. during the 
pain period, dropped to 260 during the interval period and rose 
slightly during the recall period. There was a tendency towards the 
formation of me~e acute E-I angles during the pain period and 
the recall period tnan during the preliminary period. 


PATIENT 2.—A 29-year-old, single, native-born white male, was admitted 
to the hospital complaining of fear that his heart would stop beating, sleep- 
lessness, inability to go out, tight sensations in the head, palpitation, tingling 
and numbness in the calves of his legs of 6 years’ duration. His neuro- 
logical examination was essentially negative except for a fine tremor of the 
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outstretched hands. Laboratory examinations including electrocardiogram, 
x-rays of the chest and skull and glucose tolerance test were within normal 
limits. Diagnosis: Anxiety neurosis. 
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The respiratory tracing of this patient is presented in Fig. 5. 
The data from the records are presented in chart form in Fig. 6. 
The rate of respiration rose from an average of 9 during the 
preliminary and alcohol periods to an average of about 15 for the 
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painful period, remaining at this level during the interval period, 
and becoming considerably more accelerated (mean value 22 per 
minute) during the period of recall. The depth of respiration, which 
averaged 450 cc. during the preliminary period, was greater during 
the alcohol period (about 600 cc.) and remained at this level during 
the pain period, dropping to a level of about 380 cc. during the 
interval period. It rose again during the recall period to an average 
of about 640 cc. The minute respiratory volume was about 4.4 
liters during the preliminary period and about 4.9 during the alcohol 
period. During the pain period there was a considerable rise to 


Fic. 5. 


a mean level of about 8.2 liters per minute, followed by a fall during 
the interval period to a level of about 5.8 liters. During the recall 
period the level rose to an average of 15 liters per minute. The 
oxygen consumption during the painful period was greater than 
during the preliminary period, but during the recall period it was 
lower than during the preliminary period. It can be seen that there 
was a marked shift to the formation of acute E-I angles during 
the pain and recall periods compared with the preliminary period. 

In the charts presented below, the experiments are analyzed in 
terms of changes in the group average values of the minute res- 
piratory volume. Detailed analysis of the data in terms of rate 
of respiration, depth of inspiration, minute respiratory volume, 
metabolic rate and E-I angle will be presented in another com- 
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munication.? In Fig. 7, values for the minute respiratory volume 
during the 5 periods have been separately averaged for the 3 
groups of subjects. 

This summary includes data from 32 experiments on 27 patients 
in Group I, 14 experiments on 12 patients in Group II and from 24 
experiments on 15 control subjects. The number of experiments 
represented is greater than the number of subjects since in some 
instances more than one type of pain stimulus was used on a given 


subject and the resulting values for the minute respiratory volume 
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were included in the appropriate group average for the subjects, 
irrespective of the type of pain stimulus used. 

For the 5 periods, preliminary, alcohol, pain, interval and recall, 
the mean values of the minute respiratory volume for the experi- 
ments on patients in Group I are respectively, 7.58, 7.97, 10.01, 
8.10 and 8.83 liters. For the experiments on the patients of Group 
II, the mean values of the minute respiratory volume for these 
periods are respectively, 7.45, 7.27, 7.75, 7.59 and 7.55 liters. For 
the experiments on the controls, the mean values are respectively 
7.02, 6.85, 7.93, 7.48 and 7.67 liters. 
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In Fig. 8 these changes in the mean values of the minute respira- 
tory volume from period to period are shown for each group as 
a per cent change from the value during the preliminary period, 
The greatest change (an increase of 32 per cent) appeared for 
Group I during the pain period. For this group there was a pro- 
nounced change (an increase of 16.5 per cent) during the recall 
period. The changes during the other two periods were increases 
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of less than 10 per cent. For the controls there was an increase 
during the pain period of 13 per cent and an increase of 9.3 per 
cent during the recall period. The latter increase in minute respira- 
tory volume did not differ much from that found for the interval 
period. For Group II patients the variation of the mean values of 
the minute respiratory volume was small, the greatest change again 
appeared for the pain period for which an increase of 4.1 per cent 
was obtained. 
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In order to measure the consistency of the changes in minute 
respiratory volume shown in Fig. 7, a distribution chart was pre- 
pared from the changes that occurred in the individual cases. These 
individual changes were expressed in terms of per cent variation 
from the value shown by the subject during the preliminary period. 
The changes ranged from — 20 per cent through 0 to + 120 per cent. 
The frequency (number of experiments) with which a given dif- 
ference occurred is plotted vertically. 
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Fig. 9 shows the distribution for all the experiments of the per 
cent changes in minute respiratory volume for the pain period as 
compared with the preliminary period. All the columns to the 
right of those marked by the arrow represent experiments in which 
the minute respiratory volume for the pain period exceeded that for 
the preliminary period. Of the 32 experiments on Group I patients 
an increase for the pain period appeared in 26 cases, that is, for 
81 per cent of the experiments. This increase ranged from 1 to 20 
per cent in II cases, from 21 to 60 per cent in II cases and in 
4 cases exceeded 80 per cent. Five cases showed a decrease and 
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I case showed no change. Of the 14 experiments on Group II 
patients, an increase, never exceeding 20 per cent, appeared in 8 
experiments (57 per cent of the experiments) and a decrease from 
I to 20 per cent appeared in 6 experiments. Of the 24 experiments 
on the control subjects an increase appeared in I9 cases or in 
79 per cent of the experiments. This increase ranged from 1 to 20 
per cent in 13 of the experiments and from 21 to 60 per cent in 
6 of the experiments. In 2 experiments there was a decrease of from 
I to 20 per cent and in 3 experiments there was no change. It 
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thus appears that an increase in the respiratory volume was shown 
by the Group I patients and the controls with about the same con- 
sistency. At the same time the most striking changes, from 80 to 
120 per cent, which in terms of volume represented increases of 
the order of 6 to 10 liters, occurred only for the Group I patients, 
who thus appear as the most reactive group. The changes ob- 
servable for the Group II patients were relatively small and ap- 
peared as increases or decreases with almost equal frequency. 
Fig. 10 is a similar chart showing the distribution of the indi- 
vidual per cent changes in minute respiratory volume for the recall 
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period compared with the preliminary period. Of 31 experiments 
for Group I, an increase appeared in 23 experiments (77 per cent 
of the experiments). In 15 cases this increase ranged from 1 to 20 
per cent and in 8 cases it ranged from 21 to 160 per cent. It might 
be noted here that this includes 4 cases in which the changes ex- 
ceeded 6 liters per minute. In I case the change for this ideational 
stimulus actually exceeded Io liters per minute. Eight experiments 
for patients of Group I showed a decrease for the recall period 
(it may be noted that in 3 of these experiments the decrease was 
between 2 and 4 liters), and in I experiment there was no change. 
Of the 24 experiments on the control subjects, 20 (83 per cent) 
also showed an increase for the recall period. This increase ranged 
in 17 cases between I and 20 per cent and in no case did it exceed 
60 per cent. Of the 14 experiments on Group II patients, a mod- 
erate increase, I to 20 per cent appeared in 6 cases, a decrease in 
7 cases and no change in 1 case. It thus appears that the recall 
of a recent painful experience caused an increase in minute res- 
piratory volume in the Group I patients and in the control subjects 
with a considerable and closely parallel degree of consistency. But, 
as was also the case for the painful sensory stimuli used, the 
increase shown by the controls never exceeded a gain of 60 per 
cent, whereas some individual patients of Group I showed an 
increase greatly exceeding this figure. For the patients of Group 
II, on the other hand, there was no predominating tendency for 
a rise in minute respiratory volume during the recall of the painful 
stimulus. 

It was considered important to compare the changes in minute 
respiratory volume that have been discussed above, with the var- 
iability in minute respiratory volume that could be observed from 
the individual experiments for each group of subjects during the 
preliminary period itself. To this end the following determinations 
were made. For each experiment the successive values of the 
minute respiratory volume for the preliminary 3-minute period were 
determined minute by minute, and the high and low values were 
expressed as plus and minus per cent deviations from the mean for 
the preliminary period of that experiment. For each group of 
subjects an average was then derived from these individual plus 
per cent changes, and a second average derived from the individual 
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minus per cent changes. These two mean figures, which appear 
as the upper and lower sections of column 1 (Group I, ¢ rroup IT and 
controls) in Fig. 11, are used as a measure of the mean variability 
of the minute respiratory volume during the preliminary period 
for each group of subjects. They are based on 27 experiments 
for Group I, 12 experiments for Group II, and on 15 ex- 
periments for the controls. In this figure column 3 repre- 


MINUTE RESPIRATORY VOLUME 
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sents the average change from the preliminary period for 
each group of subjects when the pain period is compared 
with the preliminary period. From all cases showing an in- 
crease over the value for the preliminary period, the mean 
per cent increase was calculated. Similarly, from all the cases 
showing a decrease from the preliminary period, the mean per cent 
decrease was calculated. These two values were charted as the 
upper and lower sections of column 3 in Figure 11 for each group 
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of subjects. The number of experiments used in deriving the 
averages are indicated in the column. The same procedure was 
carried out for the recall experiments and the results for each 
group of subjects are given in column 5. 

It can be seen that the variability during the preliminary period, 
established as described above was greatest for the experiments 
with Group I patients, for whom the range on this scale extended 
from +10 to —1o0 per cent. On the same scale the variability for 
the Group IT patients ranged from +7 to —6.8 per cent and that 
for the controls from +7 to —7.5 per cent. From this, one might 
deduce that the average Group I patient might be expected over 
a short period of time to show variations in minute respiratory 
volume of the order of +10 per cent, while for Group II patients 
and for the controls the expected variations would be roughly 
+7 per cent. 

To be compared with these variabilities are those for the pain 
period (column 3) and for the recall period (column 5). It can 
be seen from column 3 for Group I that in 26 experiments the 
Group I patients showed an increase for the pain period with 
respect to the preliminary period, the mean value of which was 
35.3 per cent and thus greatly exceeded the variability for this 
group appearing in column 1. In 5 experiments the Group I 
patients showed a decrease for the pain period with respect to the 
preliminary period, the mean per cent decrease being 7 per cent or 
somewhat less than that appearing in column 1. Turning to column 
5 it is seen that in 22 experiments the Group I patients showed an 
increase for the recall period with respect to the preliminary period, 
the mean value of which was 33.5 per cent and was closely com- 
parable to that for the pain period. In 8 experiments, the Group I 
patients showed a decrease for the recall period with respect to 
the preliminary period, the mean per cent decrease being over 17 
per cent. In other words, the variability for the recall period ap- 
peared for this group of patients to exceed in both a positive and 
a negative direction, that found for the preliminary period itself, 
but on the whole the tendency during this period of recall of pain 
was towards a marked increase in minute respiratory volume. 

From column 3 for Group II it is seen that in 8 experiments 
the Group II patients showed an increase for the pain period with 
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respect to the preliminary period with a mean value of 10 per cent, 
and that in 6 experiments the Group II patients showed a decrease 
for the pain period with respect to the preliminary period, the 
mean per cent decrease being 9.6 per cent. From column 5 for 
Group II, it is seen that in 7 experiments the Group IT patients 
showed a mean increase of 10.8 per cent and in 7 experiments they 
showed a mean decrease of 9.5 per cent. It is clear that the plus 
and minus changes for the patients in Group II for the periods 
of pain and recall, exceed only slightly the value shown by this 
group in column 1 for the per cent variation from the mean of 
the preliminary period. 

A consideration of the control subjects in the same way shows 
that there were 20 experiments which showed an increase for the 
pain period with respect to the preliminary period, the mean value 
of which was 16.5 per cent. A decrease appeared in only 2 ex- 
periments the mean decrease being 2 per cent. For the recall 
period, 20 control subjects showed a mean increase of 12.6 per 
cent when the recall period was compared to the preliminary period, 
whereas, in only 3 experiments was a decrease observed, mean 3 
per cent. Hence in most of the experiments the control subjects 
showed an increase in minute respiratory volume for the pain and 
recall periods, which exceeded the mean increase to be expected 
from the variability of this group as shown by column 1. The 
difference was less pronounced for the recall than for the pain 
period. Very few of the controls failed to respond. In the few 
control cases where a decrease in minute respiratory volume did 
occur during these two periods, the mean change was appreciably 
less than might have been expected from the variability shown 
in column I. 

It can be concluded that the most striking changes in minute 
respiratory volume are those observed in Group I during both the 
pain and recall periods as compared with the preliminary period. 
The mean increases of these two comparisons are well above the 
plus per cent variation from the mean. It is also of interest that 
during the recall period in patients of Group I the mean decrease 
was greater than the per cent variation from the mean for the 
preliminary period. The increase shown by the control subjects 
for the pain and the recall periods was also significantly greater 
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than the plus variation from the mean. The experiments with 
patients of Group II showed no evidence of a significant rise in 
minute respiratory volume during the pain and recall periods, since 
the number of experiments showing a decrease for these periods 
was about equal to those showing an increase and since the mean 
change in either direction for this group did not greatly exceed 
the variability during the preliminary period. 


CoNCLUSIONS. 


1. A series of experiments was carried out on a group of 
psychoneurotic patients and of normal controls, in which was 
studied the effect on the respiration of the administration of a 
painful stimulus and of its subsequent recall. The changes in 
minute respiratory volume are reported as an index of respiratory 
response. 

2. Of 32 experiments on 27 psychoneurotic patients (Group I) 
with diagnoses of hysteria, anxiety neurosis and phobia, an increase 
in minute respiratory volume appeared during the painful period 
in 79 per cent of the experiments, and during the period of recall 
in 77 per cent of the experiments. The increase obtained for both 
periods, especially for the pain period, was on the average sig- 
nificantly greater than the variability of this group of patients as 
shown in a preliminary period. 

3. Of 14 similar experiments on 12 psychoneurotic patients 
(Group II) with diagnoses of hypochondriasis, compulsion neu- 
rosis, reactive depression, questionable schizophrenia, the changes 
in minute respiratory volume during the periods of pain and recall 
were not significantly greater than could be expected from the 
variability of this group during the preliminary period. Further- 
more there were almost as many cases showing a decrease as show- 
ing an increase. 

4. In 24 similar experiments on 15 control subjects, an increase 
for the periods of pain and recall appeared in about 80 per cent 
of the cases. The increase found was greater than the variability 
of this group during the preliminary period. 

5. The response of the three groups of subjects to a painful 
stimulus and its recall appeared to be closely parallel to the response 
to an unpleasant ideational stimulus as previously reported. 
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DISCUSSION. 


Dr. Foster KENNEpY (New York, N. Y.).—Dr. Finesinger is to be con- 
gratulated onthe very caréful work in these studies. The more we have of 
these graph studies of the effect of emotion on bodily processes, the better 
I remember working when I was very young with Dr. Spearman with the 
electric spirometer, it being tied up to a machine with a ray of light. I was to 
remember the most pleasant possible experience, and it hardly moved across 
the screen, but when in the dark someone came up and popped a chocolate 
cream in my mouth, it went right off the map. I don’t know whether that 
showed that I was normal in that my ability to react to recall was inadequate. 

Working with a spirometer in this way about two years ago I was amazed 
to find that the pattern of breathing was not only responsive to the condi- 
tion of the patient but was individual for the patient or for the individual, 
just as the finger print, in this case the respiratory finger print 

It is very difficult, I think, to group people together in this way because 
of the individuality of the pattern with which they breathe. We found we were 
able to shuffle our graphs like a deck of cards and then pick them out, a 
most amazing finding to me. Our individuality was as minute as that. 

I wonder if Dr. Finesinger is quite right. Should we not differentiate be- 
tween certain kinds of psychoneurotics, because to group hysterics with 
phobics seems apt to lead into error. The hysteric, as I know him, is often an 
individual with a cloak of anesthesia, both in his skin and in his feelings. 
He has, as it were, converted his anxiety into a field of unfeeling, whereas 
the anxiety neurotic with a phobia is an exceedingly sensitive person. The 
hysteric has gone into retreat and the phobic is out on a limb. I am surprised 


to find that two people like that can be grouped together for purposes of these 
experiments. 

I would like to ask Dr. Finesinger, too, was there no interval between the 
period of pleasant stimulation and the period of unpleasant stimulation. I 
wasn’t able to detect any latent interval in the change in the graph between 
one and the other. People vary enormously in the speed with which they 
feel their environment just as they differ in the rate of their senses. There 
are many people who taste very slowly. They have to taste a long time 
before they taste at all. I mean they have to be exposed to stimulus a long 
time before they taste at all. 

With these very small objections would like to congratulate Dr. 
Finesinger. 
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Dr. Georce E. Dantets (New York, N. Y.).—I was very much interested 
in Dr. Finesinger’s paper which has not only been a beautiful piece of work 
but I think has rather far-reaching implications for our understanding of 
neurotic reactions. I was also struck by the point that Dr. Kennedy brought 
out in his discussion, that the phobics and hysterics were grouped together. 
However, it seemed to bear out clinical insight which Freud had earlier when 
in an attempt to classify phobias, he felt that the underlying psychopathology 
was so close to hysteria that he called phobias anxiety hysteria. It would 
seem as though this was further borne out by these physiological findings. 

It seems to me that one of the most far-reaching implications of this work 
is the fact that in this first group the recall reaction is considerably beyond 
that of the painful stimuli. This bears out something which I think we have 
felt in regard to psychoneurotics, that their reaction to situations is greatly 
exaggerated because of a reservoir of earlier painful stimuli that they have 
to fall back on which reénforces later situational or painful stimuli. 

One question I would like to ask Dr. Finesinger is whether there was any 
difference between psychoneurotic anxiety in general and the type of picture 
which we call anxiety neurosis, which in its more typical form seems to have 
relatively little connection with the’ psychological mechanism. A question that 
I think we are all interested in is to what degree is the anxiety neurosis 
complicated by psychoneurosis ? 


Dr. Foster KENNEpDy (New York, N. Y.).—Might I ask Dr. Finesinger 
a question? I meant to ask if you have made any studies of the recall response 
of an unpleasant or painful stimulation after the passage of time. 


Dr. Jacop E. Finestncer (Boston, Mass.).—I would like to answer Dr. 
Kennedy’s last question first. Owing to the pressure of time, I didn’t show 
three slides which are a very nice illustration of records of a patient who was 
asked to recall the pain stimulus 5 minutes later with a marked reaction 
during the recall period. This patient was asked to recall it 30 minutes later 
and there was a marked reaction, 24 hours later a marked reaction, 48 hours 
later a marked reaction, 72 hours later a slight reaction. We have this all 
on lantern slides but I am sorry I couldn’t show it. 

So apparently some patients will react to the recall suggestion after, rela- 
tively speaking, a long period of time. 

I am very grateful to the discussants for bringing up several of these 
points. First of all, as to the grouping of the patients. Primarily this was 
an empirical grouping. There is no doubt we were influenced by a current 
notion and also by our own impression that patients whose diagnoses are 
hysteria, phobias and anxiety, were of the reactive kind. However, the re- 
sults of the study are based on the hospital diagnoses and we have no other 
reason for grouping them together than the fact that they seemed to show 
variability in their capacity to react to stimuli. 

Now as to the question which Dr. Kennedy brings up in connection with 
the time interval between the various periods. Of all the experiments I 
showed you in the first group, there was no time interval between pleasant 
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and unpleasant periods of the experiments. However, we do have some other 
experiments, in which there were time intervals between the periods and 
where for example a patient had a preliminary period, pleasant, then a pre- 
liminary again. We checked these time relationships carefully. 

Now as to the question of the lack of latent period, I am sorry that I didn’t 
point out in the first record which I showed you, that from the time we made 
the suggestion, “think of unpleasant ideas,” there elapsed as much as 10 or 15 
seconds in that particular case before the respiration changed. 

We have had some other interesting experiences in that connection, for 
example, the patient who thinks of a pleasant idea and then thinks of an 
unpleasant idea, which in her particular case is a problem of having a child. 
Then after this unpleasant period, we suggested that this patient think of the 
pleasant idea again, and we find that the record looks very much like the 
unpleasant record. When we asked this patient what she thought, she told 
us, “I couldn’t think of the pleasant idea again because I was so upset by 
thinking of the unpleasant one before.” 

On Dr. Daniels’ question as to the differentiation between so-called anxiety 
neurosis and psychoneurosis with anxiety, our data do not throw very much 
light. All we can say is that we have grouped these patients all together in 
Group I. As yet we do not know whether subdividing Group I into a 
group of patients whose symptoms are primarily those of anxiety neurosis 
and another group whose anxieties are not the predominating symptom 
would be significant from the point of view of reactivity. 
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INTRACRANIAL TUMORS IN MENTAL HOSPITAL 
PATIENTS.* 


A STATISTICAL STUDY. 
By CHAS. P. LARSON, M.D., C.M., Forr Stemacoom, WasH. 


An intracranial tumor has been defined by McLean? as “any 
chronic accumulative pathologic mass arising from, or attached to, 
the interior of the skull, meninges, cranial nerves, cerebral appen- 
dages or brain parenchyma. It may be primary neoplasm, metas- 
tasis, dysplasia, granuloma or parasite.” These were the criteria 
of intracranial tumor used in the present study. 

Considering the large number of mental hospitals in the world 
today there is in the medical literature an extreme paucity of re- 
ports of the incidence and types of intracranial tumors in mental 
hospital populations. The author has been unable to find a single 
reference to the subject which included a detailed classification 
based on modern neurohistologic techniques and concepts. On the 
basis of the few previous statistical studies the incidence of intra- 
cranial tumors in mental hospital populations would be between 
37 and 3.45 °* per cent. These statistical data do not vary signifi- 
cantly from those obtained on autopsies performed in general hos- 
pitals.* °° In 1,642 autopsies performed at St. Elizabeths Hos- 
pital prior to 1903, 29 intracranial tumors were found, giving an 
incidence of 1.7 per cent.? In this same hospital a survey of 2000 
autopsies performed from 1923 to 1935 showed a 3.45 per cent 
incidence.* It has been estimated that the probable incidence of 
brain tumors among the living resident patients of state mental 
institutions is about 0.1 per cent plus.® 

During the biennium ending October 1, 1938, a total of 22 
autopsies were performed at the Western Washington State Hos- 
pital. The brain was examined in all cases. At thirty of these 
autopsies intracranial tumors were found, an incidence of 13.5 


*Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Illinois, May 8-12, 19309. 
From the Western State Hospital, Fort Steilacoom, Wash. 
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per cent. Table 1 illustrates the types of tumors found and a com- 
parison with two large series of cases. 

1. Gliomas.—In the group of thirty tumors only four gliomas 
were present, giving a percentage incidence of 13.3, which is consid- 
erably lower than that of the two series quoted in Table 1. This may 
perhaps be explained by the fact that the most common glioma, the 
glioblastoma multiforme, proves so rapidly fatal that most cases 
even if they develop mental symptoms never reach a mental hos- 
pital. If they are cared for at all it is usually in a general hospital 
or in a specialized neurosurgical department. The next commonest 
glioma, the astrocytoma, often produces symptoms of intracranial 
tumor and is detected and subjected to operation without commit- 
ment to a mental hospital. It is therefore only the gliomas which 
are atypical or undiagnosed, producing definite mental symptoms 
and the cases which develop during hospital residence that are 
encountered in a state mental hospital. The latter group represents 
the approximate incidence of these tumors in the general popula- 
tion. The per cent of gliomas in the series of both Blackburn * and 
Hoffman * was also low, being approximately 20 per cent. It may 
therefore be concluded that gliomas are of the least frequent types 
of tumors found in autopsies upon mental hospital patients. Of 
the four gliomas in my series two were astrocytomas, one a glio- 
blastoma multiforme and one an ependymoma. Aside from one 
of the astrocytomas all probably developed during hospital resi- 
dence. 

2. Pituitary Tumors.—The incidence of pituitary tumors in our 
group was 13.3 per cent which is comparable with that in the other 
two series quoted in Table 1. Of these four tumors, two were 
eosinophilic chromophilic adenomas, one a chromophobe adenoma, 
and one an adenocarcinoma of the eosinophilic chromophil type." 
The adenomas were small and localized while the adenocarcinoma 
had invaded the dura mater, the bony wall of the sella turcica, and 
had extended into the sphenoid sinus and upper nares. Surgical 
removal had been unsuccessfully attempted in the latter case. 

3. Meningiomas.—There were eight meningiomas in our series 
giving a percentage incidence of 26.6, which is much higher than 
in the two series from general hospitals quoted in Table 1. How- 
ever in the group of 105 tumors from St. Elizabeths Hospital re- 
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TABLE 1. 
TYPES AND PERCENTAGE INCIDENCE OF INTRACRANIAL TUMORS. 


Los Angeles ” 


Intracranial Western 
Cushing’s 4 Tumor State * 
series. Registry. Hospital. 
= — vs A ‘ 
Type of tumor. Number. Percent. Number. Per cent. Number. Per cent. 
862 42.7 376 56.7 4 13.3 
2. Pituitary tumors ...... 360 17.8 52 7.5 4 13.3 
3. Meningiomas .......... 271 13.4 72 10.3 8 26.6 
4. Acoustic tumors ....... 176 8.7 37 
5. Congenital tumors ..... 113 5.6 5 0.7 7 ? 
6. Metastatic tumors ..... 85 4.2 80 11.5 2 6.6 
45 22 40 6.7 4 13.3 
8. Blood-vessel tumors ... 41 2.0 16 1.8 2 6.6 
9. Sarcomas (primary) ... 14 0.7 
10. Choroid plexus tumors.. 12 0.6 *- Se 4 13.3 
11. Miscellaneous ......... 14 2.2 10 1.4 2 6.6 


* The statistics for the Western State Hospital, as in most of the cases from the Los 
Angeles Tumor Registry, is based entirely upon autopsy material, whereas Cushing’s 
series includes many biopsy and surgical specimens. 

+t The author prefers to list congenital tumors with the organ or structure affected. 


TABLE 2. 


CoMPARISON WITH COMBINED STATISTICS OF BLACKBURN? AND HOoFFMAN,? 


oOo 


Hoffman. 
Type of tumors. Number. Per cent. 

2. Pituitary tumors ......... 6 5.9 
3. Meningiomas ............ 48 45.7 
4. Acoustic tumors ......... 3 2.9 
5. Metastatic tumors ....... 18 17.1 
7. Blood-vessel tumors ..... I 0.9 
8. Sarcomas (primary) .... I 0.9 
9. Choroid plexus tumors.... 

10. Miscellaneous ........... I 0.9 


St. HOspPITAL. 


Blackburn and 


Western State 


Hospital. 
Number. Per cent. 
4 13.3 
4 13.3 
8 26.6 
2 6.6 
4 13.4 
2 6.6 
4 13.3 
2 6.6 
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ported by Blackburn* and Hoffman* 48 per cent were menin- 
giomas.* In the other series of tumors reported from mental hos- 
pitals meningiomas also predominated. The high incidence of this 
type in our series may perhaps be explained by the fact that the 
mental symptoms manifest at the time of admission were probably 
due to the tumor. These tumors were classified according to the 
method of Globus.? There were four leptomeningiomas, two 
pachymeningiomas, one meningioma piale and one meningioma 
omniforme. The four leptomeningiomas were all large, had invaded 
the brain substance to a considerable depth and were situated as 
follows: two in the parasagittal region and one each in the anterior 
frontal and parasellar regions. The two pachymeningiomas were 
in the anterior frontal region, were large but strictly localized and 
encapsulated, involving the adjacent cerebral tissue only by pressure. 
The meningioma piale was of the hemangiomatous type being sit- 
uated in the vermis of the cerebellum. The meningioma omniforme 
was about three cm. in diamet 


r and was located in the falx cerebri. 

6. Metastatic Tumors——Of the two tumors in the group one 
was secondary to a carcinoma of the breast and the other to an 
adenocarcinoma of the rectum. The metastasis involved the dura 
mater only. 

7. Granulomas.—Miliary tuberculosis or microscopic syphilitic 
granulation tissue nodules were not included, only the lesions 
measuring one cm. or more in diameter being considered. There 
were three tuberculomas, two being solitary and located in the fron- 
tal lobe. The third was multiple and had antedated the development 
of a tuberculous meningitis. A small gumma was found under the 
ependyma of the anterior horn of the right lateral ventricle, occur- 


ring in a case of fulminating parcsis. 

8. Blood-Vessel Tumors here were two tumors of this type, 
both being aneurysms of the cerebral arteries at the base of the 
brain. One was a congenital aneurysm measuring 1.5 cm. in 
diameter, being situated on the left vertebral artery, and the other 
a syphilitic aneurysm four cm. in diameter located on the left 
middle cerebral artery. In the latter case there was pressure on 
the brain stem with internal hydrocephalus 


* Blackburn called these tumors “spindle cell endothelial sarcoma.” Refer 
to Table 2. 


all 


| 
19 
en 
H 
no 
be 
Li 
as 
in 
cy 
OV 
ac 
in 
m 
Si 
cl 
la 
cl 
ol 
h 
\ 
th 
it 
p 
it 
T 
f 
QO 


1940] CHAS. P. LARSON 53 


g. Choroid Plexus Tumors.—In approximately 25 per cent of 
all adult brains examined at post mortem there are cystic nodular 
enlargements of the choroid plexuses of the lateral ventricles. 
However these are usually small and bilateral. Some of these cystic 
nodules have been regarded as tumors, being called psammoma 
because of the concentric calcareous deposits within. Liber and 
Lisa *° in a recent paper have referred to certain of these nodules 
as “stromal tumors of the choroid plexus.” The four cases included 
in this group of our series consisted of three large psammomatous 
cysts and one true papilloma. The cysts were bilateral, measured 
over 2 cm. each in diameter and were considered as a chronic 
accumulative pathologic mass thus fulfilling the qualifications of 
intracranial tumor set forth in McLean’s? definition. Using a 
more restricted definition, these cysts would probably not be con- 
sidered as intracranial tumors. The papilloma was situated in the 
choroid plexus of the left lateral ventricle and had produced uni- 
lateral blockage of the foramen of Monro. 

11. Miscellaneous——The two tumors placed in this group in- 
cluded a paraphysial (colloid) third ventricle cyst, and a small 
well encapsulated adult type pinealoma. The paraphysial cyst had 
obstructed both foramina of Monro, producing an acute internal 
hydrocephalus. As a terminal event it had ruptured into the basal 
ganglia and internal capsule. 


SUM MARY. 


In the course of routine autopsy examinations at the Western 
Washington State Mental Hospital during a two year period, 
thirty cases of intracranial tumor were found, giving a percentage 
incidence of 13.5. This figure is so much higher than that of any 
previously reported study that it cannot be regarded as the true 
incidence of intracranial tumor in mental hospital populations. 
The author has no adequate reason to offer for the occurrence 
of so many intracranial growths in this series of autopsies. No 
far-reaching conclusions can be based upon such a small group 
of autopsies (223). Needless to say each case was most carefully 
studied but this has also been done by many competent examiners 
on much larger series of mental hospital autopsies. It is hoped 
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that this report will stimulate more thorough and careful analysis 
of the types and frequency ot intracranial tumors in these patients, 

The tumors were classified as to type utilizing modern neuro- 
histologic techniques and neuropathologic classification. Menin- 
giomas were the commonest type of neoplasm encountered, a find- 
ing which coincides with previous reports upon this subject. 
Gliomas were much less frequent than in the series of cases com- 
piled in general hospitals. 
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DISCUSSION. 


Dr. A. J. AKeLaitis (Rochester, N. Y.).—This study is unusual in the 
fact that the incidence of tumors is so much greater than that reported in any 
previous contribution of this nature. In obtaining permission for autopsies 
the interest of the clinician is frequently a determining factor. If the staff is 
neurologically-minded and if the symptomatology of the fatal illness of the 
patient points to intracranial pathology, more effort will be made to obtain 
permission for an autopsy than in the case of a patient dying of a broncho- 
pneumonia. Relatives are apt to permit an autopsy if there is a possibility 
that the personality changes are due to some structural lesions in the 
brain. I offer these suggestions as a possible explanation for a part of this 
large percentage. In all probability, however, this series of autopsies is 
unique; it would be very interesting to know what the percentage would be 
over a longer period. As Dr. Larson has wisely cautioned no far-reaching 
conclusions can be drawn from such a small group of autopsies. Dr. W. H. 
English, pathologist of the Rochester State Hospital, New York, has kindly 
reviewed the last 225 autopsies. in this institution and found 15 cases of brain 
tumor giving a percentage incidence of 6.7. In this collection he did not 
include aneurysms nor cysts of the choroid plexus. 

My experience on a psychopathic division in a teaching general hospital has 
led me to believe that brain tumors presenting disturbances of behavior 
suggestive of various reaction types are not rare. Mental symptoms may be 
the earliest and first manifestation of a brain tumor and precede neurological 
signs by months or even years. These symptoms need not assume the char- 
acteristics of the so-called organic reaction type but may be psychoneurotic, 
schizophrenic or manic-depressive in nature. Very often the mental symptoms 
such as irritability, depression or erratic behavior are determined by an 
aphasic difficulty which is interpreted as mental deterioration by the family 
and physician and thus leads to commitment. Again, the patient may be in 
the arteriosclerotic age group and the symptoms caused by the brain tumor 
are interpreted as being due to cerebral arteriosclerosis. These occurrences 
which are not infrequent suggest the advisability of psychiatric facilities in 
general hospitals to allow a period of observation before commitment to a 
state hospital is recommended. 

The large proportion of meningiomas in this as in other similar studies I 
believe is quite understandable. There is evidence that these tumors arise 
in those regions where arachnoidal cell-rests are most prevalent. The most 
common regions are parasagittal, suprasellar, parasellar, over the dorso- 
lateral portions of the frontal lobe and in the olfactory groove. The tumors 
are frequently bilateral or multiple and even when single because of their 
frequent mid-line position usually involve both sides of the brain. Ap- 
parently bilateral involvement especially of the frontal lobes is very apt to 
produce pronounced personality changes. Psychotic reactions are common 
and may resemble very closely the functional psychoses, especially manic 
forms of behavior. These symptoms may appear long before any neuro- 
logical signs or the usual signs of increased intracranial pressure are present. 
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Dr. Foerster in operating on the hypothalamus has been able to produce 
lively manic activity in man by mechanical stimulation of the oral portion 
of the hypothalamus. A meningioma in the olfactory groove may easily 
produce irritation of the anterior portion of the hypothalamus thus resulting 
in manic behavior Very often the only neurological change may be an 
anosmia due to bilateral involvement of the olfactory nerves and because of 
the patients facetiousness it is frequently impossible to study olfaction ade- 
quately. 

I should like to ask whether any of the cases of meningiomas reported by 


Dr. Larson were diagnosed and operated upon before commitment? Occa- 
sionally so much damage has occurred before the diagnosis is made that even 
after successful removal of the tumor the personality changes continue so 


marked that institutionalization is necessitated. In the three cases of psam- 
momatous cysts I would also like to ask if there were any neurological 
signs or symptoms present before death. Did the three cases with pituitary 
adenoma show clinical evidence of an endocrinopathy? How many of these 
tumors were diagnosed clinically before death? Jameison and Henry 

J. Nerv. and Ment. Dis., 78: 333, 1033) found that only 30 per cent of 
their 26 cases of brain tumors were diagnosed correctly before death. 

I congratulate Dr. Larson on this carefully studied series of autopsies. | 
feel confident that it will serve a two-fold purpose: first, it will encourage 
other pathologists to make careful studies of the nervous system and sec- 
ondly, it will stimulate the clinical acumen of psychiatrists 


Dr. WALTER L. Bruetscu (Indianapolis, Ind.).—I have been very much 
interested in what Dr. Larson had to say with regard to brain tumors in 
mental patients, because in Indianapolis we have been engaged in carrying 
on a similar study over a period of 15 years. During this period I have 
made 600 post mortems. In this group the percentage of brain tumors stands 
now between two and a half and three per cent. This figure is in accor- 
dance with other studies which give the frequency of brain tumors in mental 
patients as ranging from 1.7 to 3.4 per cent 

One of the reasons why Dr. Larson has arrived at the high percentage 


of 13.5 is probably the fact that he used the wide definition of an intracranial 
tumor as given by McLean, including even small aneury 

In my series of 600 post mortems, I have only one cerebral aneurysm with 
a traumatic etiology, of the siz the nail of my little finger and which is not 
included in my percentage. In my material I have not a single gumma. 
Dr. Larson has one gumma, which is one of the greatest rarities in neuropa- 
thology found in a case of general paresis. I have no choroid plexus tumors, 
and I believe it is particularly this tumor which runs up Dr. Larson’s figures. 
I am familiar with tne cystic nodular enlargements of the choroid plexus, 


but if I am right, most of the previous studies have not included cystic 
nodules of the size of one to two centimeters. 

My own studies, however, are in full agreement with the statement that 
meningiomas are the most common type of neoplasms found in mental insti- 
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tutions. I might amplify this statement by saying that the meningioma aris- 
ing from the olfactory groove and involving the frontal lobes is the most 
important tumor in psychiatry; important, because the tumor causes only 
mental symptoms, goes unrecognized and is capable of producing any 
mental reaction type. 

From my experience with these tumors, both clinically and anatomically, 
I have become convinced that in every large state hospital there are two 
or three patients who walk around in apparently good physical health, but 
who have fairly large meningiomas, sometimes of the size of a small fist, in 
the frontal lobe region, and which will only be diagnosed at post mortem. 


Dr. AkNoLD Wm. Hackrietp (Seattle, Wash.).—Being from the state of 
Washington, I am acquainted with Dr. Larson’s work and I should like 
to relate some thing that I experienced just before I came East. A patient 
who was well up to two weeks ago suddenly developed mental symptoms, 
hallucinations and delusions of the fear type, and then developed symptoms 
with a positive spinal fluid finding of increased sugar and lymphocytes. A 
diagnosis of encephalitis lethargica was made by internes in neurosurgery. 
When the patient died it was found that she had a frontal tumor of a very 
malignant type. 

I think that with the evidence that Dr. Larson has presented from the 
Western State Hospital, where they get autopsies on practically fifty to sixty 
per cent of their patients, we can say this: that tumors are some day going 
to assume a position similar to that of syphilis in that they can simulate any 
symptom, without neurological findings. The possibility of tumor is some- 
thing that must always be kept in mind. 


Dr. LArson.—With regard to the points that have been brought out in 
the discussion I should like to say first of all, that I very carefully avoided 
any mention of mental symptoms in any of these cases, for the reason 
that one of our staff is now working on that problem. 

With regard to Dr. Akelaitis’ comments on our high percentage of tumors, 
I suggested that perhaps the physicians on the staff were more enthusiastic 
about obtaining autopsy permissions on individuals who presented organic 
and neurological symptoms and were suspected of having intracranial tumors. 
That would probably account for this increase in percentage over previously 
reported statistics. 

With regard to his question about meningiomas, only one was diagnosed 
before commitment. This one had been operated upon and was a recurrence 
and had been committed after the recurrence. Two of the meningiomas, in 
addition to this one, were diagnosed before death. One or two others were 
perhaps suspected, but weren’t proven. I think the point has been well 
brought out by the discussants that meningiomas, particularly in the frontal 
region, can be silent in so far as neurological symptoms are concerned. 

As to the symptomology of the adenomas of the pituitary, two of them had 
a rather modified Cushing’s syndrome. 
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In the cases of the three bilateral psammomaté 


there were no neurological symptoms. Probably 


among intracranial tumors, although they did 
tion. If we take these three cases of cysts out 


it would bring the percentage down to 11, whi 


than that of any previously reported study. 


I should like to refer you to the scientific exhi 
of the specimens there, together with rather complete case histor 


s evsts of the choroid plexus 


1ey should not be included 
within McLean’s defini- 


ot our group of 30 tumors, 
1 is still very much higher 
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PHARMACOLOGICAL SHOCK TREATMENT OF 
SCHIZOPHRENIA. 


A STATISTICAL StuDY OF RESULTS IN THE OHIO STATE 
HospPItTALS. 


sy J. F. BATEMAN, M.D., anp NICHOLAS MICHAEL, M.D., 


Columbus, Ohio. 


Every state hospital in Ohio has been using one or both forms 
of the pharmacological shock therapy since 1937. This has caused 
every hospital to transfer part of its limited and already under- 
manned personnel from essential departments to the shock therapy 
group. In addition it was necessary to buy equipment and drugs 
from our inadequate drug and equipment fund. In view of these 
circumstances the advisability of using this form of therapy has 
already been questioned. Do the results justify the continued use 
of this form of treatment? We felt that a statistical study of the 
results in all Ohio state hospitals would help us decide this ques- 
tion. The years 1937 and 1938 were chosen to eliminate temporary 
remissions. 

For obvious reasons, we tried to follow the same tables and 
classification used by Dr. Jno. R. Ross, of Wingdale, N. Y. Our 
results could thus be compared more easily with those of others 
in the country. We classified the cases as recovered, much im- 
proved, improved and unimproved, in accordance with the accepted 
definitions. 

Every hospital showed interest and responded promptly in sub- 
mitting their results, and the reports were generally favorable. 
One superintendent wrote, “The results we have obtained thus far 
are such that we know of no reason why any consideration should 
be given to discontinuing this form of treatment. As time goes 
on, we think more and more of the treatment.” On the other hand 
a few disapproved and discouraged the use of the pharmacological 
shock treatment. In certain instances only cases who had resided 
in the hospital for some time and who had not responded to other 
methods were selected for this form of therapy. 
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One hundred and eighty-six males and 230 females were tre: 
atec 

with insulin shock in all Ohio state hospitals, making a total of 
416, 
Of this total 130 or 31.2 per cent recovered, 54 or 12.9 per cent 
were much improved, 116 or 27.8 per cent improved and t1s or 

27.6 per cent unimproved. 

Three hundred and twenty-three males and 256 females were 


treated, making a total of 579. Of this group 88 or 15 per cent 

TABLE 1 

STATE H 
OUTCOME OF INSULIN TREATMENT IN SCHI HRENIA YEARS 1937 AND 1938, 
Ma Total 

Number treated ......... 186 30 416 
56 74 130 
Much improved ........ zi 19 35 54 
Unimproved .......... 4( 69 115 
Deaths following treatment I 

TABLE 2 

OuTCOME OF METRAzZ [REATMENT IN SCHIZOPHRENIA YEARS 1037 
AND 193 
M ales Total 

Number treated ........ ; 323 256 579 
58 30 88 
Much improved ........ ; 12 20 72 
Unimproved ........... 94 218 
Deaths due to treatment—Two females developed TB 


recovered, 72 or 12.4 per cent much improved, 199 or 34.3 per 
cent improved and 218 or 37.6 per cent unimproved. 

Metrazol did not produce as good results as insulin. This may 
be partly due to the chronicity of the illness. At one hospital seven 
females and 22 males treated with metrazol were previously 
treated with insulin and were considered insulin shock failures. 
This alone accounted for 26 unimproved metrazol cases. 

Five hospitals reported the use of the combined form of therapy 


during 1937 and 1938. We do not believe the number was large 
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enough to be seriously considered. Twenty-seven males and 34 
females, making a total of 61, were treated. Nine or 14.7 per cent 
recovered, 10 or 16.3 per cent were much improved, 29 or 47.5 
per cent improved, and 13 or 21.3 per cent unimproved. This 
form has brought encouraging results in other parts of the country. 

Table 4 shows the number actually treated by each hospital. 
One hospital did not classify any of its treated patients as much 
improved. It placed them under improved. 

Table 5 shows the percentage distribution of the outcome of 
treatment. There is a variance as to the percentage of recoveries. 
This may be partly explained to the selection of cases and partly 
to personal opinion. The highest percentage of recoveries due to 


TABLE 3. 


OuUTCOME OF COMBINED TREATMENT OF INSULIN AND METRAZOL IN 
SCHIZOPHRENIA, YEARS 1937 AND 1938. 


Males. Females. Total. 
27 34 61 
2 7 9 


Deaths following 


insulin shock were 51.5 per cent, and the lowest 20 per cent. Like- 
wise the highest percentage of recoveries due to metrazol were 
45.4 per cent, and the lowest 7.1 per cent. 

Tables 6 and 7 show the outcome according to age. In these 
tables two hospitals included the 1939, as well as the 1937 and 
1938 figures. Hence the total of 471 instead of 416 for insulin 
and 774 instead of 579 for metrazol. This, however, should not 
alter our opinion as to the information conveyed. The largest 
number treated as shown in Table 6 were between the ages of 
20 to 34. Of 126 between the ages 20-24, 50 or 39.3 per cent 
recovered ; of the 109 between the ages 25-29, 36 or 33 per cent 
recovered ; of the 99 between the ages 30-34, 32 or 32.3 per cent 
recovered and of the 60 between the ages 15-19, only 15 or 25 
per cent recovered. In our opinion, patients whose illness started 
before the 20th year did not seem to respond as well. A large 
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majority of the latter had not as yet been able to leave the parental 
fold and adjust to some sort of gainful work. The figures ip 
Table 7 varied to such an extent that we will not try to comment. 

Table 8 shows the outcome of insulin treatment according to 
the duration of the psychosis before treatment. It is interesting 
to note that of the eight whose illness was less than one month, 
five or 62.5 per cent recovered and two or 25 per cent much im- 
proved ; of the 35 ill less than three months, 20 or 57.1 per cent 
recovered and two or 7.1 per cent much improved; of the 64 
ill less than six months, 33 or 51.5 per cent recovered and six or 
9.3 per cent much improved; of the 62 ill less than -12 months, 
23 or 37 per cent recovered and Io or 16.1 per cent much improved; 
and of the 109 ill less than two years, 30 or 27.5 per cent recovered 


TABLE 10 


OvuTCOME oF UNTREATED CASES OF SCHIZOPHRENIA ADMITTED TO THE 
Co_umBus STATE HOSPITAL 1934 AND 1935 


Males Females Total. 
Number not treated.......... 168 325 


and 23 or 21.1 per cent much improved. Thus the percentage of 
recoveries gradually drops until of the 1 
or 5.8 per cent recovered and two or 11.6 per cent much improved. 


7 ill six to IO years, one 

Table g shows the outcome of metrazol treatment according 
to the duration of illness. Of the 39 ill less than three months, 14 
or 35.8 per cent recovered and four or 10.1 per cent much im- 
proved ; of the 59 ill between four to six months, 22 or 37.2 per 
cent recovered and 16 or 27.1 per cent much improved and of the 
139 ill three to five years, only seven or 5 per cent recovered and 
eight or 5.7 per cent much improved. 


CONTROL GROUP. 


It is unfortunate that none of the hospitals submitted a control 
group. We asked for the 1934 and 1935 results if no control group 
was available. Being unable to obtain these data, we selected all 
1934 and 1935 admissions of schizophrenia to the Columbus State 
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Hospital. We realized that this sort of comparison left much -to 
be desired. 

Out of 325 cases, 49 or 15 per cent recovered, 79 or 24.3 per 
cent improved and 197 or 60.6 per cent unimproved. The hospital 
did not use “much improved”’ in its classification. 


DEATHS. 


One death followed the use of insulin. A 42-year-old female 
complained of headache following the termination of insulin coma 
at 11 a.m. She was kept in bed but at 2.30 p. m. she lapsed into 
unconsciousness and respirations ceased. Artificial respiration with 
respiratory and circulatory stimulants did not help. The heart 
stopped beating at 5.20 p. m. Autopsy revealed a massive cerebral 
hemorrhage at the base. Two females died with fulminating pul- 
monary tuberculosis within a month after the termination of metra- 
zol treatment. This was undoubtedly due to poor selection of cases 
for the pre-existence of tuberculosis was not determined. 


DISCUSSION. 


The statistical survey shows a variance of opinion which is not 
unusual. If one group considers a case recovered, another group 
may consider it as only much improved. This applies to treated 
as well as untreated cases. Exact comparisons with control groups 
are difficult. Much depends on the individual case and the opinion 
of the psychiatrist. 

We feel the results justify the continued use of insulin shock 
in cases whose illness has been less than two years. On the other 
hand a limited number of chronic cases were greatly benefited. 
Each case will have to be considered individually as no hard and 
fast rule can be made. 

Metrazol therapy was seemingly disappointing in the majority 
of instances. A large percentage were very chronic cases. We 
explain this partly by the fact that some of the metrazol treated 
cases were previous insulin failures. 


We wish to thank Dr. Jno. R. Ross of Wingdale, New York, 
for permission to use his table forms. We also extend our thanks 
to all the superintendents and the members of their staffs who 
promptly submitted their findings. 
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THE PSYCHIATRIC FINDINGS IN THE CASES OF 500 
TRAFFIC OFFENDERS AND ACCIDENT-PRONE 
DRIVERS.* 

By LOWELL S. SELLING, M.D., Pu. D., Detroit, Micnr. 


In October 1936 a special unit of the psychopathic clinic of the 
Recorder’s Court was set up to deal with traffic offenders. Since 
then 700 such cases have been seen, and this is a brief report of 
some of the more important psychiatric findings disclosed in the 
first 500 cases. 

Cases are referred to the clinic by the judges of the Traffic Court 
and occasionally from other sources. The symptoms which are pre- 
sented are myriad but, in general, we might say that the reason for 
referring a case to the clinic is often a physical disorder that can 


be readily noticed by the judge or the referring officer, a history 
of insanity, mental disease or so-called nervous breakdown, bizarre 
behavior in court or at the time of the arrest, or a plea before the 
judge that the individual should not be held accountable for his 
accident because of some physical or nervous disorder from which 
he might be suffering. 

In our first 500 cases the psychiatric diagnosis varied from no 
major psychopathy to psychoses of the most malignant sort. Since 
this diversification is so great this discussion will be largely con- 
fined to the behavior of the feebleminded, neurotics and psychotics 
for these are the most dangerous groups. Because of the very 
highly selected types of misbehavior which send patients into the 
clinic, it would be expected that there would be more insane persons 
in this group than we would find in the general run of automobile 
drivers, and in the first 500 cases we found eleven cases of definite 
psychoses. It is to be expected that the insane individual will be 
found in a motor car to the same extent as a normal individual 


* Read at the ninety-fifth annual meeting of The American Psychiatric 


Association, Chicago, Illinois, May 8-12, 1939 

From the Psychopathic Clinic of the Recorder’s Court, Traffic Division, 
Detroit, Michigan. 

Series T. No. 16. 
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if he has not been apprehended and his license has not been revoked. 
In those states where there is a drivers’ license law there might 
naturally be a tendency to curtail the number of insane drivers by 
withdrawal of the driving privilege, but since the insane lack insight 
and resent curtailment of their privileges, it can be presumed, 
although it is unprovable, that they would be more likely to ignore 
the law and continue to drive. 

To note grossly the significant features in traffic offenders, the 
following might be emphasized: 

First, there is the matter of intelligence in the non-psychotic 
group. Intelligence, of course, is determined primarily by a clinical 
examination, but it is verified by an appropriate psychological 
examination. In case of a discrepancy between the test results and 
the psychiatric opinion as to the individual’s intelligence, the test 
results are carefully analyzed, the reasons for the discrepancy are 
determined if possible, and the final evaluation is made by con- 
sidering all of the facts in the case, which, of course, would mean 
that in some cases the intelligence test would be ignored because 
of an emotional condition which might prevent cooperation; or in 
cases where there is an eye defect, the intelligence test might not 
be accurate. There are other factors that would cause discrepancies 
In 500 cases the median intelligence quotient was found to be 77, 
with a range from 31 to 122. The findings on intelligence will be 
found in Table I. 

Second, alcoholism is considered to be of very great importance 
in our traffic courts. It is a general belief, although not proved by 
most statistics, that the majority of accidents is due to alcoholism, 
or at least is caused by drinking drivers. In our Court the judges 
see a number who are arrested for driving while drunk, but accord- 
ing to a report from the National Safety Council,* there is no 
indication that drunkenness is the major cause of accidents, 
although it may be important in some communities. Many patients 
are referred to our clinic because there was a question of drinking 
at the time of arrest, or because they may have had some disease 
which would cause them to give the appearance of alcoholism. The 
findings with regard to alcoholism are listed in Table 2. 

In considering the psychiatric diagnosis in general we present 


Table IIT. 


* Report of the National Safety Council, 1937. 
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Although non-psychotic conditions are extremely important in 
the matter of driving, a full discussion of their significance must 
await another time. However, it is interesting to note that Cases 
with both the anxiety and hysterical type of psychoneurosis have 
been brought to our attention. In addition a hypomanic, and a 


TABLE I. 


INTELLIGENCE QUOTIENTS FoR 500 CASES SEEN IN THE TRAFFIC Division OF 
THE PsSYCHOPATHIC CLINIC OF THE RECORDER’S Cou! T, VETROIT 
OCTOBER 1936-DECEMBER 1938.! 


Intelligence 
quotients. Cases Per cent. 
Below 70 (feebleminded ) 180 36.0 
70-79 (borderline) SI 16.2 
80-89 (dull) ....... Be 16.8 
QO-I09 (average) .... sia 131 26.2 
110-119 (superior ) 17 3.4 
120-140 (very superior) 3 6 
Not tested ...... 8 
7 
31 through 122 
1Canty, Alan. “‘Case Study Method of Rehabilitating Drivers.”” Read at the meeting 
of the American Association of Applied Psychologists, Columbus, Ohio, September 1938 
TABLE II 
ALCOHOLISM IN 500 CASES SEEN IN THE TRAFFIC DIVISION OF THE 
PsYCHOPATHIC CLINIC OF THE RECORDER’S Court, DETROIT 
Octo! 36—-DECEMBER 1938.! 
Per cent. 
Alcoholism ....... 199 35.8 
Chronic alcoholism . 7 . 76 15.2 


1 Canty, ibid. 


post-encephalitic case have come before the clinic for consideration. 

It is to be expected that cases of neurosis would be extremely 
important in the psychiatric consideration of the traffic problem. 
Every psychiatiist is well aware of the type of patient who acts 
under compulsion to commit a socially unacceptable act. A Detroit 
psychiatrist * has brought to my attention a case of his where the 


*Dr. Harry August. 
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patient had an impulse, very difficult to control, which made her 
wish to drive into persons standing in safety zones. Up to the time 
I was told about this case nothing untoward had happened, and 
since the case is in the midst of treatment, it is to be expected that 
the factors responsible for her difficulty will eventually resolve 
themselves. Another Detroit psychiatrist * informed me of a case 


TABLE III. 


Major PsyCHIATRIC DIAGNOSES IN 500 CASES SEEN IN THE TRAFFIC 
DIVISION OF THE PsYCHOPATHIC CLINIC OF THE RECORDER’S 
Court, Detroit, OCTOBER 1936—DECEMBER 1938.1 


Psychotic. Cases. 

Schizophrenia hebephrenic I 


Non-Psychotic. 


Psychoneurosis—hysterical type 3 
Psychoneurosis—anxiety type 2 
Cycloid personality (hypomanic).................-. I 
Postencephalitis (hypomanic) I 
II 
2.2 


1Canty, ibid. 


where the patient had an extreme desire to run into traffic police- 
men who, of course, symbolized his rejected father. The acute 
symptom which manifested itself in this case was the action of the 
patient when seeing a policeman. At such time he stopped his car, 
and occasionally blocked traffic, until the impulse had resolved 


* Dr. J. Clark Moloney. 
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itself. Other cases of this sort surely must exist, but out of five 
cases of psychoneuroses seen by the clinic, it is not likely that we 
would have a case as clear-cut as this referred to the clinic, although 
eventually dramatic cases of this sort will undoubtedly come to our 
attention. There are innumerable analytic mechanisms which lie 
behind the compulsion of the neurotic to commit a traffic offense, 
Unless he is under treatment he is unable to realize the mechanisms 
behind his conduct, but he is aware of the fact that he will get into 
trouble. 

The neurosis cases that we saw manifested similar symptoms, 
Each was more worried about what might happen in an accident 
than about what actually brought him before the clinic. He was 
apprehensive that he would get into more and more trouble because 
of the serious conflict material which we found upon examination. 

It is obvious that in a public clinic which has a rather heavy case 
load, the dynamic mechanisms which lie behind abnormal traffic 
behavior cannot be run down to their sources, but certain mechan- 
isms do appear. The mechanisms that we have been able to elicit 
from either neurotic or cases which would be considered normal 
but which had neurotic mechanisms were as follows: In the ma- 
jority of cases the police were symbols of a hated father. There 
was a tendency for the policeman to be rejected if there was com- 
plex material in which the super-ego seemed to be extremely well 
developed. On occasions we elicited mild tendencies for the patient 
motivated by guilt feelings because of submerged incestuous feel- 
ings, to want to commit traffic offenses in order to be jailed. In 
two of our 500 cases the offenders discussed this behavior so clearly 
as to convince us that they were really anxious to go to jail, and 
in one of the two cases a jail sentence was passed. The clinic had 
the opportunity to see this case later and the feelings which had 
so much disturbed the patient apparently had been resolved by his 
expiation in jail. 

The psychotics, of course, are the most dangerous. It is my 
opinion, and the opinion of the two psychiatrists who told me about 
the two cases mentioned above, that the neurotic with anxiety or 
compulsive tendencies, has sufficient insight and sufficient self- 
protective mechanisms—and after all the neurosis is a protective 
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mechanism—to prevent deliberate mayhem or homicide while driv- 
ing a car. The patients’ behavior may be very embarrassing to 
themselves, causing them to stop in the midst of traffic, for instance, 
and blocking the highway, plus causing them to be brought into 
court frequently where they will receive punishment to expiate for 
their guilt, but from what we have been able to see so far, these 
do not constitute a serious menace. The psychotics, however, do. 

One of the reasons that this is true is that with the development 
of a major psychosis, insight is lost. Without insight, the 
mechanism which would serve to protect the individual against the 
results of his own acts, is gone and he is likely to be definitely 
homicidal or aggressive. There is no way of knowing how many 
psychotics there are on the highway but their number must be 
much greater than we realized before the traffic clinic was set up. 

Obviously the case history in each traffic case must be different. 
The mechanisms behind the symptoms, for the total group of 
psychotics, their etiological factors and other factors which are 
significant in psychiatric study, parallel the findings of the state 
hospitals. There was, for instance, no difference between the 
serological findings in our four paretic cases and the findings of 
any four casually selected early cases of paresis found in the state 
hospital. The importance, however, for the psychiatrist lies in the 
need to catch psychotic cases earlier than does the state hospital 
because he can do more harm in operating a car than can the work- 
a-day citizen, for he has a dangerous weapon in his hands to use 
against those seeming to persecute him, and which he is prevented 
from comprehending to be dangerous because of his psychotic 
condition. 

The behavior of the psychotic seems to the layman to be unpre- 
dictable. In all but two of our psychotic cases, when we inter- 
viewed relatives or arresting policemen, they admitted that they 
failed to recognize until it was pointed out to them, the fact that 
there was anything bizarre in the individual’s behavior. It is true 
that in the case of one of our two most deteriorated paretics, the 
confusion which he exhibited was recognized by the policeman. In 
the case of a schizophrenic his bizarre behavior in the courtroom, 
although not easily detectible by the usual layman, suggested to the 
judge that he should be sent to the clinic. 
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A summary of an early paretic case and the schizophrenic per- 
haps would bring out some important points more clearly: 


Case 1.—On Saturday, June 26, 1937, the patient (T-220) left a wedding 
at a private home in the residential district of the City of Detroit at about 
II p. m., and started for home. At an important intersection he attempted 
to make a left turn and collided with a car making a right hand turn. The 
two cars hooked bumpers, and our patient, several days later at the time of 
our examination, stated that he remembered nothing mor 
the occurrence. It was quite obvious, however, from the information which 
we obtained from the police sources, that the accident was very definitely 
his fault. When picked up by the apprehending officers his conduct appeared 
somewhat bizarre and they believed him to be drunk. There is no question 
but that he had been drinkin 
the offense was that he fell : ) while at the wheel. When he stood before 
the judge his conduct was sufficiently bizarre that the judge was suspicious 
of his mentality. His actual appearance in court was four days after the 
offense was committed and he had been in jail, hence he 


should have been 
sober. There was no odor of alcohol detected on his breath when he appeared 
in court. 


e than this about 


tor he admitted it, but his rationalization of 


When this individual was brought to the clinic to be 
responses were as follows: 
Question: If another car was involved, how fast was it going? 


interviewed, his 


Answer: “He must have been going pretty fast to bump my head.” 

Question: Was it your fault? 

Answer: “I cannot say.” 

Question: Did anyone get hurt 

Answer: “Just myself, I bumped my head and I had a big lump there.” 

Question: How do you suppose it happen 

Answer: “It was so quick I do not know what happened.” 

When examined neurologically we found that he had the characteristic 
findings of paresis. His pupils did not react to light or accommodation, his 
deep reflexes were impaired and he complained of having had dizzy spells 


for some time. He had the characteristic tremors about tl 


1e mouth and a 
faintly waxy expression. Psychiatrically our findings were quite interesting. 


Except for the appearance of a man suffering from a hangover, he would have 
seemed normal to the lay observer, yet he had to be asked the same ques- 
tions several times in order to get a response, and there was a great deal of 
intrapsychic blocking of the organic type. His confusion was not so marked 
as to interfere with his orientation but he obviously was suffering from 
some form of organic brain disease. This, coupled with the neurological 
findings, led to the diagnosis of paresis, although his condition was not yet 
a frankly developed paresis which would have permitted his commitment to a 
mental hospital except after a period of preliminary observation. 


He was subjected to a number of visual tests and his vision w 


as found to 
be definitely adequate with glasses, being 20/30 in each ey His ocular mus- 
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cular balance was good and fusion was accurate, thus he would have been 
passed by a license board examiner and would have been given a license 
even though we found his judgment to be impaired and his ability to think 
quickly almost lacking. 

He was put through a number of tests dealing with his mechanical capacity 
to operate a motor car and was found to have fairly good depth perception, 
tested by lining up rods which should be parallel, by means of a string while 
sitting 20 feet away. He was not color blind. His reaction time to traffic 
lights, however, was slow. 


The above case demonstrates one of the problems that confront 
the physician in considering the matter of physical examinations 
for applicants endeavoring to obtain a driver’s license. It is true 
that if a physician had given the examination, he would have picked 
up the fixed pupils, impaired reflexes and other features; but since 
the examination for a driver’s license is usually given by a layman, 
often a policeman, this would mean that the driver in question 
having passed the vision test fairly adequately would have been 
given a license to drive. His actual ability to drive, tested on the 
road, would have appeared to be sufficiently good for him to pass 
a driving test. But his coordination and judgment were markedly 
impaired, and it is obvious that he is not safe on the highway. We 
were confronted with the problem of what to do about taking away 
a license in a case of this type. 

We have seen two paretics who had been treated with malaria 
and apparently were able to operate a car. They had been dis- 
charged by a local mental hospital as being in a complete remission. 
Their reaction time as measured by mechanical means indicated 
that they could respond fairly well in an emergency but we have 
no way of knowing except by following cases extensively whether 
the paretic case in a remission is capable of operating a motor car. 
I have followed 40 cases treated in 1927-28-29 in a local institution 
who were discharged as being in a remission. None of the 40 cases 
checked by myself had been in any traffic difficulty, but there is 
no way of knowing how much they drove. Of those checked I 
found that licenses had been issued only to fifteen so that the matter 
must be considered not proved. These had no court records after 
ten years, but they possibly did not drive much. 

One more case illustrates the problem which confronts the 
psychiatrist in dealing with psychotics in the traffic situation. 
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CasE 2.—This is the case of a 
had been a resident of a Detr 
1938, this man appeared before 
Because he told the judge that 
specialist he was referred to tl 


amined his mind with a machin 
This might not appear to be parti 


patient. During interviews with 


in brief, was given: Two yea 


somewhat emotionally upset. 
ously until about eight months 


time she took him to see a com 


treated him, resulting in some 
ment he quit his job’ which he 
been working quite adequately 


him. From that time on the wife could not get him back to the psychiatrist 


but she consulted with the latter 
Up to the time of his arrest 


of the reasons being that his father was wealthy and she felt 


Ic 4 


improvement. After about two 
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39-year-old white married 1 (T-398) who 
‘it suburb for seven years. On January 13, 
ne of the traffic judges on a speeding charge. 
had been examined ae viously by a brain 
linic. He claimed t this specialist ex- 
was wrong with him. 

interviews the 
this man and his wife the following history, 
rs prior to the traffic arrest he had been 


bizarre until one 


However, it had not bothered the wife serj- 


before he appeared in the clinic, at which 
examined and 
months treat- 
held for some time and on which he had 
and began to talk about people 


petent local psychiatrist who 


persecuting 


who recommended hospital placement. 
she was unable to institutionalize him, one 


that her hus- 


band should have private treatment. The father was unwilling to pay for 


it and nothing was done until he 
him his physical condition was 
brain disease. His vision, tested 
performance was quite adequat: 

lations was poor, but this surpr 
him into the present diffict anes 

He had been charged with 
was as follows: “I think theré 
reason I’m here to see what thi 
is that I was framed to 
believe that I am 100 per cent 
he couldn’t do anything more f 
knows that I have a lot of thir 
they put me in a hospital. I tl 
making trouble for me.” 

He had the idea that the Pi: 
working on him. He said, “TI 
dashboard, on the night of 
so I did not know how fast | 
miles an hour. I think these 
would be arrested.” 

Here was an obvious paranoi 
subjecting my belief to proof, 


and developed his paranoid ide: 
definitely homicidal. There is no 


got into the present trouble. When we saw 
negative. There were no signs of organic 
in all ways, was adequate and his mechanical 
However, his knowledge of the traffic regy- 
isingly had not been responsible for getting 
eeding but denied his guilt. His explanation 
is some underhanded work and that’s the 
ice department thinks about it. My theory 


1 see the doctor My wife has been led to 


] 


wrong and he 1s 100 per cent right. He said 


rr me unless he puts me in a hospital. He 


os and they can’t get them out of me unless 


ink that he is working with a gang who are 


rton or Sterling Detective Agencies were 


1 1 


lese per ple interfere with the things on my 


arrest they interfered with my speedometer 
is going The pt lice said I was going 60 


people fixed up my speedometer so that I 


schizophrenic and while there is no way of 
[ do think that had he deteriorated further 
is to a greater extent, he would have been 
reason why he might not have decided that 
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the police who arrested him were working with the psychiatrist to make 
trouble for him, and in consequence he might have deliberately run down the 
policeman. 


We have not yet had a case of deliberate homicide but the poten- 
tiality remains present. We have studied a series of negligent 
homicide cases and I think that compulsions and paranoid mechan- 
isms may be at work in some of these, although we have not turned 
up any yet. 

30th of the cases cited were committed to hospitals for treat- 
ment and in that way we served not only the driving public but 
also the patients themselves. 

The questions that arise are: First, is there a need for a psychia- 
tric examination of traffic offenders? I think the fact that we have 
found as many mental defectives, neurotics and psychotics as we 
have, indicates that a psychiatric examination of the traffic offender 
is of more importance than an ophthalmic examination. The cases 
cited above would easily have passed the usual license examination, 
yet during our examination we turned up the evidence that they 
were dangerous to other people. 

Second, are psychotic cases in a remission safe to operate motor 
cars? It has been our policy to treat these cases as individuals, and 
in cases of paresis to be hesitant about allowing them to retain 
their licenses. This may be a hardship on the individual but from 
the medical standpoint, it probably is the safest procedure. 

There are several recommendations which can be made to take 
care of the licensing situation. Of course a psychiatric examina- 
tion, coupled with a proper physical examination and psychomotor 
tests, would be of great aid, but these are expensive, and it is a 
difficult problem to secure adequate operating budget and personnel 
and other facilities for such examinations. 

One procedure which has been installed in the Detroit license 
bureau appears to be one which is worth-while. This is that when 
a psychotic case is committed to a mental hospital through Probate 
Court the license bureau is advised so that the individual’s license 
can be suspended until he is cured. This is also applied to feeble- 
minded individuals. We are not sure yet what level of feeble- 
mindedness is hazardous in driving. We would not recommend 
taking all feebleminded individuals off the road since some of them 
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make better drivers than some persons who have a tendency to be 
antisocial and egocentric but are intellectually normal. 

In conclusion we might point out that the problem of the mental] 
defective, neurotic and psychotic driver is a serious one. Such 
cases are in the community, are detectible and diagnosable. In most 
cases they should be removed from the highway and a procedure 
which permits of their detection, such as a traffic clinic, can also 
be made the means of securing their hospitalization and psychiatric 
treatment. 

We shall report further on our findings as we examine more 
cases, but now we present this whole problem of the driver for the 
inspection and consideration of the psychiatric group, with the idea 
perhaps of eventually determining standards for driver’s license 
from the standpoint of the mental picture. The field of licensing 
has been overworked by the optometrists and psychologists, but 
I hope that this study shows that their findings may not be nearly 
as important as those of the psychiatrist. It is likely that as psychia- 
try advances in its studies of the driver, the highway may be popu- 
lated by safer automobile operators who are shown to be so by 
examinations of their mental conditions so that those who are treat- 
able can be improved, and the hopeless ones eliminated from a 
sphere where they are a menace to life and limb. 


DISCUSSION. 


Dr. JosepH L. Gitpert (Washington, D. C.).—Dr. Selling has brought 
to our attention a subject about which much has been said by lay groups. 
police authorities, traffic bureaus, public safety spokesmen and the press 
in almost every direction except that which may have to do with the indi- 
vidual’s fitness, intellectually and emotionally, to safely operate a motor car 
in our already badly congested highways. When one thinks of the highly 
specialized means by which the guardians of our safety in other fields, such 
as the military and naval, the police and fire departments, operators of the 
great transportation systems by rail, water and air, are selected and how care- 
fully most of these groups are observed and studied for their fitness, it is 
almost unbelievable that the almost universal right in our country to operate 
a motor car should not be scrutinized more carefully from the standpoint of 
personal intellectual and emotional fitness. 

Dr. Selling’s report recalls to my mind the case of a paretic who during a 
seizure chose to direct his car on the wrong side of a street car and thereby 
killed a prominent banker in the community. I recall also the case of a 
middle-aged woman suffering from dementia precox who passed all red 
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lights because God had told her to do so. Another patient suffering from 
manic depressive psychosis directed his high-powered automobile down the 
sidewalks of a congested street traveling some 50 or 60 miles an hour. An- 
other case was that of an epileptic who during a seizure lost control of his 
car, crossed the street, mounted the curb and ran into the yard of an elderly 
lady who was killed. 

Since the structure of our present world depends more and more on efficient, 
high-speed transportation, it would seem to be urgent that we as psychia- 
trists do our part to clarify the changes which may be necessary in the funda- 
mental conceptions of individual rights and responsibilities to others. 


Dr. Lowety S. SeELiinG (Detroit, Mich.).—I think I might add one word. 
In our state, known epileptics are not allowed to drive and we are consid- 
ering very seriously introducing a law making the reporting of epilepsy 
mandatory for the purpose of checking license applications. 
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A SURVEY OF MENTAL ILLNESS ASSOCIATED 
WITH PREGNANCY AND CHILDBIRTH.* 


By JOHN L. SMALLDON, M.D., Wuite Ptarns, N. Y. 


The changing viewpoint of the medical profession throughout 
the years, regarding the psychotic reactions associated with preg- 
nancy and childbirth, is so interesting as to warrant a brief review 
of it. McIlroy? has stated that Hippocrates’ case book described 
mental symptoms in cases of pregnancy and parturition similar to 
those with which we are familiar today. Zilboorg * has drawn our 
attention to the descriptions of pathologic mental changes related 
to childbirth, as described by Celsus, Galen and Soramus, the last- 
named being the leading obstetrician and gynecologist of the ancient 
world, as well as an accomplished psychiatrist. Hippocrates ad- 
vanced the theory that post-partum bleeding from the nipple of a 
woman was an ominous sign that mania impended. The breast 
milk was considered to have been suppressed and directed to the 
brain instead of to the breast and thus to have produced mental 
illness. Later writers are said by Zilboorg to have attributed 
puerperal mental disorders to vapors arising from the uterus to 
the brain and to the suppression of lochia and menstruation. 

A study of puerperal insanity was made from 66 cases at Bloom- 
ingdale Hospital (now New York Hospital, Westchester Division), 
in 1847 by James Macdonald.* He grouped his cases according 
to the development of mental disorders during pregnancy, par- 
turition and lactation, and described the general symptomatology 
of the various groups. At least some of these illnesses were believed 
to have been due to an unknown, peculiar condition of the brain 


and he cited the drawing of blood from the arm “‘to relieve the 
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The 66 cases were also separated into an 


vessels of the head 
acute group and a chronic group. These puerperal reactions were 
said to have constituted 7.1 per cent of all female admissions to 


* Read at the ninety-fifth annual meeting of The American Psychiatric 
Association, Chicago, Ill., May 8-12, 1939. 

From the clinical services of the New York Hospital, Westchester Divi- 
sion, White Plains, New York. 
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Bloomingdale Hospital. The forms of the mental illnesses were 
given as: mania, 34; monomania, 28; and dementia, 4. Seventeen 
of the 66 were stated to have shown hereditary or family predis- 
position, seven showed acquired predisposition, 12 were considered 
to have had moral factors as exciting causes, six showed physical 
causes; nearly half occurred during or following the first preg- 
nancy, and the average age was between 20 and 30. Dr. Macdonald 
controverted the theory that puerperal insanity was due to the 
suppression of breast milk, and its metastatic transference to the 
brain and elsewhere in the body, by stating that autopsies had 
failed to show the presence of milk in such cases, either within 
the cranium or in the abdominal cavity. He added that he sub- 
scribed to the theory of pathologists of that day that there was 
a milk diathesis during lactation and that this produced suscepti- 
bility to puerperal insanity although he felt that in some cases the 
disease originated in the reproductive organs. Macdonald believed 
that the acute form of mania could be distinguished from “other 
forms of madness” by the intensity of the mental excitement, by 
the excessive incoherence, by greater fever and greater frequency 
of the pulse, and above all by a disposition to gross obscenity, the 
last attributed to the disturbed uterine functions. Insanity occur- 
ring during lactation was said to be characterized by melancholy 
and by homicidal and suicidal mania. The suggested treatment, 
which made no mention of psychotherapy, included blood-letting 
for cerebral congestion, emetics, warm baths for their soothing 
influence, wine as a supportive stimulant, blisters in the chronic 
stages, emmenagogues, sedatives and anodynes. 

Apparently unaware of Macdonald’s work in 1847, Zilboorg ? 
has stated that no detailed observations and studies of these post- 
partum mental illnesses were made until the time of Marcé, who 
in 1856 concluded that any form of insanity may occur in relation 
to the puerperium, and that these mental illnesses present nothing 
specific in spite of the persistent use of the terms puerperal mania, 
puerperal insanity, mania lactea, etc. His studies failed of recog- 
nition. Ohlshausen is quoted as having, in 1890, divided these 
psychoses into three groups, toxic, infectious and idiopathic. Ac- 
cording to Geoffrey Clarke,* as late as 1900 most texts described 
mental diseases associated with reproduction as entirely different 
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diseases from those occurring apart from childbirth. It was only 
thereafter that pregnancy, childbirth and lactation came to be 
recognized as merely exciting or associated causes in various forms 
of mental disorder described at the present time. However, even 
in 1926 Strecker and Ebaugh ® stated that “old names die hard,” 
and found it necessary to remind us again that there is no clinical 
psychiatric entity covered by the term “puerperal psychosis.” 


CLINICAL MATERIAL STUDIED. 


The present report is derived from a survey of the records of 
220 women patients admitted because of mental illness associated 
with childbirth and the puerperium to the New York Hospital, 
Westchester Division, during the 17 years from 1922 to 1938, in- 
clusive. These cases comprised roughly 8 per cent of the female 
admissions during this 17-year period. Zilboorg,? in a tabulation 
of the statistics for 10,000 psychotic women, found that 8.7 per 
cent belonged to the puerperal group, although he noted that the 
New York State Hospital figures for the years 1916-1921 were 
lower—3 to 4 per cent. Geoffrey Clarke * in 1913 found that in 
5 per cent of the women admitted to the London County Asylum 
mental illness had developed during pregnancy and lactation, while 
Mcllroy,? also reporting English data, wrote in 1928 that “puer- 
peral insanity accounts for 10 per cent of female lunacy.” 
DeForest * in 1918 found one psychosis in every 400 confinements, 
and stated that 5 to 10 per cent of all mental disease is accounted 
for in this way. On the other hand, Williams’ has stated that only 
one in 1,000 women react by psychotic manifestation during preg- 
nancy or following childbirth. 


STATISTICAL DIAGNOSES. 


The diagnoses in the series of 220 cases surveyed were as follows: 


Manic-depressive psychosis . 107 
Depressed type ....... ... 60 
Manic type ........ 2 
Mixed type (agitated depression)... 


107 
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64 

8 

Psychosis with psychopathic personality. 10 


Without psychosis, psychopathic personality with pathological 


In considering these diagnoses it is interesting to note that Ki!- 
patrick and Tiebout,* in a study of 72 such cases admitted to 
Bloomingdale Hospital in the years Ig1I to 1923 (that is, princi- 
pally during the 12 years just prior to the period covered by the 
present survey made in the same hospital), were able to classify 
their cases under four headings, namely, (1) delirium, (2) manic- 
depressive psychosis, (3) schizophrenia, and (4) psychoneurosis. 
Thirty-two per cent of their 72 cases were considered deliria, and 
of this number just over half (52 per cent) had no discoverable 
toxic factors. In the present series only about 3.6 per cent were 
classified as deliria directly attributed to the toxic-exhaustive fac- 
tors of reproduction ; although such factors were frequently noted 
as precipitating causes in the development of rather typical manic- 
depressive reactions, particularly of the depressive type. Probably 
this difference in diagnosis may be attributed to the increasing 
tendency in recent years away from the belief that a specific psy- 
chosis occurs in the pregnant and post-partum states, and toward 
the conception that the physical and psychical problems of child- 
birth do not determine the type of psychosis but merely act as 
exciting or precipitating agents. This is particularly attested to 
by the finding that most of our toxic-exhaustive cases were so 
diagnosed in the first half of the 17-year period reported. 
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In considering these statistics it should be borne in mind that 
the material forming the present study is drawn from a hospital 
population selected from educated and cultured groups and limited 
to a certain extent to those expected to benefit from intensive 
psychotherapy and the facilities of a well-appointed private hos- 
pital. 


IMPORTANCI OF THE SOMATI( FACTOR 


In considering the influence of physical factors attributable to 
pregnancy, childbirth and the puerperium in the development of 
psychoses, Kilpatrick and Tiebout * reported that confusion was 
found more frequently in the depressive type manic-depressive 
cases when there was an accompanying physical factor, although 
they did not find that this added factor altered the prognosis. This 
point was not observed in the present series, the 19 cases showing 
confusion being equally divided among those with accompanying 
physical signs and those without them. 

Eleanora B. Saunders ® concluded from her study of 75 psy- 
choses associated with the puerperiun 
of definite etiology in toxemia or ex 


1 that there was no evidence 
haustion, and little to prove 
association with endocrine disturbances. In discussing her paper, 
Adolf Meyer recalled that in the days before asepsis became as 
simple as it may be made at present there was “ a great predom- 
inance of infectious, toxic and perhaps exhaustive reactions,” but 
that he considered outbreaks in the puerperium to be “like outbreaks 
in other periods, in other circumstances of life.” 

Another point of variance from Kilpatrick and Tiebout’s ® find- 
ings is that, whereas all of their 10 schizophrenic cases were of 
paranoid reaction, in the present series of 64 schizophrenic patients 
28 were of the catatonic type, 23 were paranoid, 12 were hebe- 
phrenic, and one was a case of simple dementia przcox. This dis- 
tribution of types is more nearly in accord with that reported by 
Strecker and Ebaugh.® These last-named authors have noted that 
there is something added to the ordinary symptomatology of the 
manic-depressive psychosis associated with ‘child-bearing, and have 


stated that although the manic-depressive psychosis is far from 


being a psychosis in which there is always a clear sensorium, their 
1 


series showed 77 per cent with a severely disturbed sensorium, 
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which figure they felt went beyond the average. The present series 
of 107 cases of manic-depressive psychosis failed to corroborate 
this conclusion, as less than 35 per cent of the series showed a 
severely disturbed sensorium. Again, Strecker and Ebaugh ° wrote, 
“The high index of hallucinosis (39 per cent) is even more dis- 
tinctive and is about three times as great as is usually encoun- 
tered.” In the present New York Hospital group of 107 cases, 
hallucinations were noted in only 15 per cent. Therefore the writer 
cannot agree that manic-depressive psychosis occurring in relation 
to pregnancy and the puerperium is modified by the intrusion of 
a low-grade infection and exhaustive factors, as suggested by 
Strecker and Ebaugh. 

The same authors noted in their 13 cases of schizophrenia asso- 
ciated with the puerperium that there was a pronounced tendency 
to atypical syndromes ; that is, the frequent presence of pronounced 
manic-depressive symptoms, clouding of the sensorium and a ten- 
dency to remissions. These tendencies were quite marked in our 
series of 64 schizophrenias. Seven of Strecker and Ebaugh’s 
cases showed pronounced manic and depressive symptoms, while 
37 of our 64 cases showed them. Eight of the former authors’ 
13 cases showed a clouded sensorium, and 18 of the New York 
Hospital series showed this. Seven of Strecker and Ebaugh’s 
cases showed remissions and 27, or nearly half, of the present 
series made good remissions. Only 26 of the writer’s group of 64 
schizophrenias deteriorated rapidly, thus leading the writer to agree 
with Strecker and Ebaugh that the formerly-held impression of 
rapid deterioration in dementia precox following childbirth is not 
justified ; but that, rather, there is a tendency toward the postpone- 
ment of dementia. It would seem, therefore, from our findings 
that schizophrenia developing in or shortly following the termina- 
tion of pregnancy is a less malignant process than when otherwise 
developed, or that it is modified by the reproductive process and 
its attending morbidity. It seems probable that the prognosis in 
these cases is somewhat better than in schizophrenia generally be- 
cause the psychosis developed in reaction to a definite strain or 
precipitating circumstance. 
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AGE. 


The age of onset in this series agrees quite closely with that 
given by other investigators, that is, between the ages of 17 and 45, 
with an average of 25-30, and no marked difference in the ages of 
onset of the various types of mental disorder. 


RACE. 


Our group of cases also confirms the observation of Strecker 
and Ebaugh that post-partum psychoses are frequent in the Jewish 
race. They found that with a general admission rate to the hospi- 
tal of 18 per cent Jews, the latter accounted for 36 per cent of the 
puerperal mental illnesses. In the present series 33 per cent of the 
220 were Jewish, while the proportion of this race among the 
general admissions was relatively low, as was the case at the Penn- 
sylvania Hospital. The remaining 67 per cent were principally 
of English stock, and to a lesser extent of German, Dutch, Scotch, 
Irish, Italian and Swiss derivation, the numbers corresponding 
roughly to those in the general hospital population. This lack of 
mental stability rendering Jewish women particularly prone to be 
upset by the stress of pregnancy and childbirth is explained by 
A. Myerson *° as due to the gradual narrowing of the sphere of 
the Jew’s activities by the hostile attitude of society, this leading 
to the development of an urban, sedentary and cerebral character 
at the expense of his body. 


HEREDITARY FACTORS. 


A study of the heredity of the group under discussion was made, 
consideration being given to schizoid, psychopathic and neurotic 
traits, mental illnesses, alcoholism, suicides, mental deficiency and 
epilepsy. This revealed about a 25 per cent greater morbidity in 
the inheritance of the manic-depressive patients than in the de- 
mentia przcox patients, and at least a 50 per cent greater mor- 
bidity in the heredity of the manic-depressive group as compared 
with the toxic-exhaustive patients. The heredity of the psycho- 
neurotic patients, on the other hand, showed a considerably greater 
morbidity than did that of the manic-depressive patients, and the 
small group of individuals diagnosed psychoses with psychopathic 
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personality nearly equalled the psychoneurotic patients in inheri- 
tance morbidity. The relatively sounder inheritance of the toxic- 
exhaustive cases, if we are justified in drawing conclusions from 
such a small group, tends to confirm the etiological importance of 
infection, toxemia, dehydration, exhaustion, etc., in these cases. 


PERSONALITY STUDY. 


A pre-psychotic personality study showed, as would be expected, 
that 73 per cent of the manic-depressive reactions developed in 
extraverted individuals, and that this tendency was considerably 
more marked in the manic and circular types than in the depressive 
patients. On the other hand, 44 of the series of 64 cases of schizo- 
phrenia had been essentially introverted prior to the onset of the 
psychosis. This tendency to introversion was most marked in the 
hebephrenic form, less so in the paranoid type and least pronounced 
in the catatonic form in which 17 of the series of 28 cases devel- 
oped on a foundation of introversion. The pre-psychotic person- 
ality of the 28 psychoneurotic cases was extraverted in all but six 
instances, and of the eight cases of toxic-exhaustive psychoses, 
six had had extraverted pre-psychotic personalities. A high rate 
of personality deviations in the emotional psychoses, as Strecker 
and Ebaugh*® have noted, tends to diminish the significance of 
pregnancy and childbirth as precipitating factors. However, in 
our admittedly small number of cases, we failed to find the com- 
paratively large number of personality defects reported by these 
last-named writers in the toxic-exhaustive reactions and considered 
by them to throw some doubt on the validity of infection and 
exhaustion as the sole etiological agents. 


MECHANISMS IN MANIC-DEPRESSIVE CASES. 


A consideration of the dynamics in the 107 manic-depressive 
patients in this series reveals the following data. Seventy-three 
of the 97 patients for whom information was available on this 
point showed hostility toward the newborn child. This was evi- 
denced in a variety of ways, including the following: some talked 
of hating the baby, of disliking it for destroying their figures or 
their health or for taking too much of their time; some openly 
wished they had not given birth to a child or said that they did 
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not want it or had wanted one of the other sex; others spoke less 
openly of the baby being ill or dead and insisted, when shown the 
baby, that it belonged to someone else; one refused to have a 
physician see her sick child, hoping that it would die; some feared 
something would happen to the baby or that they would injure 
it; others handled the child roughly, or even threatened to kill it, 
and a number made infanticidal attempts, although none was suc- 
cessful. There were statements of mothers deliberately sticking 
pins in babies, attempting to throw them from windows, trying 
to choke and drown them, of kicking the child, of deserting him, 
and of refusing to nurse the child. Babies were referred to as 
idiots and degenerates. One woman dreamed of her baby drown- 
ing and others disposed of the chil 
jealous of the attentions lavished upon the baby by the child’s 
father. In 41 of the 97 cases this hostility was shown merely by 


1 1 


d in phantasy. Several were 


indifference toward the ' [Twenty women believed the child 
to be dead. There was also a difference in the reactions of the 
different types of manic-depressive psychoses, a considerably 
higher percentage of the depressive, circular and mixed types being 
definitely hostile to the child as contrasted with the manic type. 
Zilboorg 1! has stated that murderous hostility against the child 
“presents the nodal point of the mother’s depressive reaction.” He 
has claimed that this “hostility is largely unconscious but breaks 
through into consciousness quite invariably in the form of fear 
lest something happen to the child.” It was surprising how 
often this attitude was found on the conscious level in the present 
study. Proportionately, this was true in twice as many of the 
manic-depressive cases as in the toxic-exhaustive group. How- 
ever, the present writer found little if any difference in this hos- 
tility when contrasting the manic-depressive patients with the 


schizophrenic group. Zilboorg ** explains that depressive mothers 
are much more commonly guilty of infanticide than depressive 
I 


fathers because their psychological situation in wishing to deny 

I > 
their motherhood is much more difficult than for men wishing to 

Ss 

deny fatherhood. The latter can escape into a paranoid trend, deny 
fatherhood of the child and shift the responsibility for parenthood 
to an imaginary lover of the wife. The woman is prevented 
physiologically from denying that the child is her own, and the 
maximum flight from reality that she can achieve is to deny that 
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she has even been married and so insist that she is still a virgin, 
at times claiming to have immaculately conceived. This was true 
in several cases of the present series. For the reasons given, Zil- 
boorg claimed that the pathological wish (conscious or uncon- 
scious) to be rid of the child is greater in women than in men. 
Again, Zilboorg maintained that, among other roles played by 
the child in the woman’s unconscious, the child is an expression 
of the husband’s virility. Hence, he stated, the woman tends to 
hurl her castrative hostility upon the child, particularly if a boy. 
In his words, “Since the child stands for a living expression of 
the husband’s virility (penis) she wants to destroy it.” The present 
writer is not sure that we can assume from this antagonism that 
the hostility is of a castrative character. Is it not sounder to con- 
clude that the woman may hate the baby because he represents 
trouble, something that she did not desire? It hardly seems plau- 
sible to conclude that she wishes to castrate the husband unless this 
idea is definitely expressed. Perhaps we read into the situation 
ideas that are not necessarily held by the patient. Our series of 
manic-depressive cases shows the antagonism to the husband as 
mentioned, this character having been noted in 75 per cent of the 
group. However, it was present in even fewer of the depressive 
forms than in the other types of manic-depressive psychosis. 


Depressive type .......... 36 of 60 cases 
TUDE All of 16 cases 
6 of 7 cases 

18 of 22 cases 


The antagonism to the marital partner noted in this study 
ranged from indifference and irritability to attempts at homicide. 
A number left the husband, usually to return to their parents, 
several insisted upon resuming the maiden names, others were 
very critical and threatened to leave the marital partner, one threw 
away her wedding ring, and others repulsed caresses and sexual 
advances. Still others denied their marriage, or claimed other men 
as lovers. Several disposed of the husband in phantasy. One 
feared that her husband, due to his deafness, would be run over 
by an automobile. 

Zilboorg '! has maintained that depressive reactions differ from 
schizophrenic in the post-partum psychoses in that the depressive 
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individual’s drive to masculinity is less strong and, “they appear to 
be caught midway between complete acceptance of their femininity 
and complete masculine assertion (homosexuality). Hence, as a 
rule, they are only partially or transitorily frigid,” and therefore 
are strongly ambivalent in their attitudes toward the husband, 
children and themselves. A survey of the present series of manic- 
depressive patients reveals this ambivalency toward the husband 
and child in slightly over one-half of the cases, i. e., in 34 of the 
depressive group of 60 individuals. Ambivalency toward the hus- 
band was shown by concurrent jealousy or antagonism and marked 
affection, periods of sexual frigidity and interest in others alter- 
nating with satisfaction; while, with regard to the child, these 
women at times were hostile, disappointed, resentful and indif- 
ferent, and again were very proud of their offspring, attentive and 
affectionate. One woman feared for the child’s welfare but did 
not allow him sufficient time at the breast, and another fondled and 
cooed in her care of the baby but held that he was not her own. 
However, no marked difference between the reaction of the de- 
pressives and the other types of manic-depressive psychosis in 
this respect was evident. The same was true regarding ambiv- 
alency toward themselves, which character was noted in 36 of 
the 60 depressive cases and a corresponding proportion of the 


| 


other types of manic-depressive psychosis. Such ambivalency was 
found in only 29 per cent of the schizophrenic cases as regards the 
husband and child, and in only 33 per cent as regards themselves, 
Such ambivalences were found almost twice as frequently in manic- 
depressive individuals as in those suffering schizophrenic illnesses. 
Overt incest ideas were noted in only five and overt homosexuality 
in only three of the 60 depressive cases, although Zilboorg has 
claimed that “the psychological constellations of incest and hos- 
tility are the prime movers of depressive reactions to parenthood.” 


MECHANISMS IN SCHIZOPHRENIC CASES. 


A survey of the mechanisms involved in the schizophrenic series 
revealed the following data: Information on chronic masturbation 
prior to childbirth was available in only one-half of the cases, but 
of these about one-third were believed to be victims of the prac- 


tice. Thirty-two of the series of 64, or exactly half of the cases, 
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on the other hand, showed masturbation and excessive eroticism 
during the subsequent psychosis. This finding, of course, does not 
approach that of Zilboorg ** who has stated that all of his series 
of post-partum schizophrenias, with one exception, were chronic 
masturbators. E. W. Anderson,** who has reported a very inter- 
esting study in refutation of Zilboorg’s findings in post-partum 
psychoses, found masturbation and eroticism only slightly com- 
moner in his puerperal group than in a control series, and feels 
that masturbation cannot be regarded as characteristic, or even 
a particularly common feature of the group under discussion. He 
noted only eight instances of masturbation and eroticism in a 
series of 100 cases, and commented that “‘masturbation, even in 
the setting of clear consciousness, cannot be regarded as necessarily 
of evil prognostic import,” as some writers have claimed. 
Twenty-four of the present series of 64 schizophrenic cases 
showed a marked preference for the father and 27 a notable 
preference for the mother. Many of these preferences were quite 
extreme attachments. Eleanora B. Saunders® found that those 
individuals with the “more striking, outstanding attachment to the 
mother were usually schizophrenic.” Zilboorg ‘* has stated that 
most post-partum schizophrenics sooner or later show evidence 
of not having resolved the ties binding them to the father. In 12 
of our 44 schizophrenic cases definite evidence of incest phantasy 
appeared, including beliefs that the baby’s father was God or the 
obstetrician or psychiatrist, that sexual relations had been ex- 
perienced with Christ or her physician, that the child was a “spiritual 
baby,” having been immaculately conceived, and that she had a 
baby by her father, who was not actually her father as the patient 
had been adopted. Twelve of the 64 women married men from 
7 to 30 years older than themselves. Zilboorg ** concluded that 
aloofness, shyness in the presence of men, courtships lasting several 
years, and marriage in the latter part of the third decade of life are 
danger signals of impending puerperal schizophrenia. He believes 
that the life ideal of these individuals is not marriage and mother- 
hood, but rather a religious, ascetic ideal, “‘a denial of the sexual 
life.” A personality study of the 64 schizophrenic individuals in the 
present series shows that 41 were aloof and shy, seeking little con- 
tact with men, and having had no previous love affairs, at least of 
any serious nature. Again the findings in this series agreed with 
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those reported by Zilboorg * in that the average duration of court- 
ship was long, 1. e., 25.6 months. Many of the patients had been 
very indecisive and doubtful about the matter before finally decid- 
ing to marry. Several had required urging by their parents and 
siblings before being able to make up their minds. The average 
age at marriage, however, does not agree with Zilboorg’s? find- 
ings, an average of 23.5 years having been found in the 64 schizo- 
phrenic cases, while the remaining 156 puerperal cases married at 
an even slightly greater average age, 23.9 years. Anderson’s 
study agreed with the present writer’s findings, his group having 
married at an average age of 23. 

Zilboorg * also considers persistent frigidity in marriage to be 
a danger signal of impending puerperal schizophrenia, and has 
found frigidity to be a “remarkably constant phenomenon” in his 
cases. Thirty-nine of the present series of 64 schizophrenic women 
have been reported by their mates as frigid, while 11 were classed 
as hyper-sexed, at least their sexual requirements were greater 
than those of their marital partners. However, the figures for 
frigidity in the present series of 107 cases of manic-depressive 
psychosis are practically identical with those of the schizophrenic 
patients, that is, 60 per cent were reported as sexually frigid. The 
difference noted in the manic-depressive series is that propor- 
tionately only one-third as many manic-depressive patients as 
schizophrenic individuals were hyper-sexed. Anderson,’ in his 
smaller series, found no material difference as to frigidity in com- 
paring his puerperal schizophrenic cases with a control group of 
non-puerperal schizophrenic patients, and concluded that “per- 
sistent frigidity cannot be reckoned a distinctive or even constant 
feature of the sexual constitution of cases in the puerperal group.” 
He added, “No clue as to prognosis or likelihood of developing 
puerperal psychosis can be obtained from a study of the sexual 
life alone, and frigidity in particular forms no guide. The attitude 
to both husband and child in puerperal psychoses is inconstant, 
and aversion to either or both is by no means constantly or even 
very frequently found.” Zilboorg * explains the frigidity he “ob- 
served in all cases” of post-partum schizophrenia by activity of 
the “castration complex,” feeling that the frigidity was the result 
of a revengeful attitude toward the male. He believes these women 
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to be potentially homosexual and to suffer from a severe penis-envy 
with resultant sadistic tendencies and revengeful feelings directed 
toward men. The strong antagonism to the husband, which Zil- 
boorg ? states he often has noted, even culminating in attacks on 
the male’s genitalia, was found in the present series, with few 
exceptions, although in only three cases did this antagonism lead to 
attacks on the male’s genitals. However, the writer found few 
instances, 13 to be exact, in which these women, although previously 
frigid, suddenly became hypersexed for a short time, as Zilboorg *? 
has believed occurs so characteristically shortly after childbirth and 
just before the acute onset of the psychosis. The same worker ? 
has claimed that these women are usually happy during preg- 
nancy because they have a child within them which can be equated 
unconsciously with the penis. This was not consistently shown by 
the present series of 64 dementia przcox cases, of whom only 
21 were stated to have been happy during pregnancy. If Zilboorg’s 
hypothesis is true, then antagonism toward the child would be 
expected after its expulsion from the mother’s body. This antag- 
onism was apparent in 52 of the 64 schizophrenic patients, and 
was evidenced by attempted physical assaults, threats, refusal to 
accept the child or to care for it, derogatory remarks concerning 
it, over-solicitude and fears for the baby’s safety and health, feel- 
ings of unworthiness relative to the child, dreams such as one 
that she had given the baby to a tiger, and such delusions as that 
her father was going to “carve the baby up.” In 36 cases the baby 
was said to have been a wanted child. The homosexual poten- 
tialities mentioned by Zilboorg* as characterizing these schizo- 
phrenic women were evident in only 9 cases prior to pregnancy 
and in only 8 cases during the psychosis. The onset of the psy- 
chosis is believed by Zilboorg ** to occur in the great majority of 
cases following delivery, rather than during pregnancy, because 
of the loss from the body of the child which the woman equates 
with the penis. Only 8 of the present series of 64 schizophrenias 
related to childbearing had their onset during pregnancy. 
Thirty-five of the schizophrenias studied developed in primi- 
pare, while the remaining 29 were multipare. In 17 patients of 
the latter group, the psychosis occurred after the second childbirth, 
in eight after the third, in two after the fourth, and in two after 


ly 
{- 
id 
ye 
d- 
. | 
at 
1g 
be 
iaS 
lis 
en 
ed 
er 
or 
ive 
he 
as 
his 
m- 
of 
er- 
ant 
p.” 
ing 
ual 
ide 
int, 
jen 
ob- 
of 
ult 
nen 


94 PSYCHOSES IN PREGNANCY AND CHILDBIRTH [ July 


the fifth childbirth. Zilboorg’s '* findings differ somewhat, as he 
found that most post-partum mental disorders occur in multi- 
pare. This he has explained as due to the individual’s “capacity 
for striking a compromise between her unconscious strivings and 
her powers of repression” throughout the first childbirth, but then 
“seldom being able to sustain this compromise beyond one preg- 
nancy. 


He states that many primipare “cling to the phantasy 
of real love relationship with the father,” but that multipare show 
it much less and almost always present a history of withdrawal 
from feminine family interests in the interval between the first 
and second pregnancies. The present w riter could find evidence 
of this and assumption of the masculine role, in line with the theory 
that such women are laboring under the difficulty of the “castra- 
tion complex,” in only two of the 64 schizophrenic cases. Nearly 
half of Anderson’s * series occurred in primiparz and over half 
of Saunders’ ® cases developed following the first childbirth. 

Another point made by Zilboorg ** is that a prominent sense of 
guilt is seldom, if ever, found operating in post-partum schizo- 
phrenias. He adds that, “women nursing reveng¢ ful feelings 
toward men due to severe penis-envy appear to consider them- 
selves (unconsciously) more slighted than guilty.” Twenty-three 
individuals in the present series of 64, however, showed evidence 
of guilt reactions, for instance, marked feelings of guilt over past 
sexual experiences, and a belief that the “unpardonable sin” had 
been committed. 

A survey of the course of these 220 psychotic reactions reveals 
nothing to distinguish them from the non-puerperal psychoses. 
Perhaps the prognosis of post-partum schizophrenia is somewhat 
better than of schizophrenia generally because of the predominance 
of catatonic forms in this series. 


SuM MARY AND CONCLUSIONS. 


(1) Contrary to many previous reports, the majority of the 
patients of this series were found to have manic-depressive psy- 
choses, a large number were cases of dementia przecox, and only 
3.6 per cent were considered to be toxic-exhaustive deliria. The 
tendency in the last decade seems to have been to classify fewer 
of these cases as “psychosis with other somatic disease,’ as appar- 
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ently the great majority vary little if at all from the usual pictures 
of the non-puerperal psychoses. 

(2) The present writer failed to find as high a proportion of 
the depressive type of manic-depressive psychoses as did Kil- 
patrick and Tiebout,® although this was the most frequent type 
in the series studied. Also, their finding that the presence of 
physical factors related to childbirth makes for more frequent 
confusion in the depressive type was not substantiated. 

(3) Contrary to Kilpatrick and Tiebout’s * finding that puer- 
peral schizophrenias are all of paranoid reaction, this study shows 
a greater number of catatonics than of the paranoid type. 

(4) The writer failed to substantiate the claim of Strecker and 
Ebaugh ° that something is added to the ordinary symptomatology 
of puerperal manic-depressive psychoses by the intrusion of low- 
grade infectious and exhaustive factors. 

(5) However, this series does corroborate the findings of 
Strecker and Ebaugh ° that schizophrenic reactions associated with 
the puerperium frequently show pronounced manic-depressive 
symptoms, clouding of the sensorium, and a tendency to remis- 
sions ; that these cases tend to slow deterioration, and that a high 
percentage of post-partum psychoses occur in the Jewish race. 
It seems probable that the slow deterioration noted is due to the 
predominance of catatonic types rather than to modification of the 
schizophrenic process itself by the reproductive process. 

(6) The study shows a considerably greater morbidity in the 
heredity of the manic-depressive group than in the schizophrenic 
and toxic-exhaustive groups, and still greater morbidity in the 
heredity of the psychoneurotic and psychosis with psychopathic 
personality groups. 

(7) The present series of toxic-exhaustive reactions, admittedly 
a small number from which to draw any conclusions, failed to 
show the comparatively large number of personality deviations 
reported by Strecker and Ebaugh® in such cases and considered 
by them to throw some doubt on the validity of infection and 
exhaustion as the sole specific etiological agents. 

(8) Although hostility to the child, which Zilboorg ' considers 
to be the “nodal point” of puerperal depressive reactions, was 
noted in a high percentage of the manic-depressive cases in this 
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study, and although it was twice as frequent in the manic depres- 
sives as in the toxic-exhaustive group, it was not found to be any 
more characteristic of the depressive types than of the other forms 
of manic-depressive psychosis, or of the puerperal schizophrenias. 

(9) The same finding was noted with regard to antagonism to 
the husband, as the percentage showing this character was even 
greater in the other types of manic-depressive psychosis than in 
the depressive forms. 

(10) Ambivalence toward the husband, child and self also was 
found to be no more characteristic, in this series, of the depressive 
reactions than of the other forms of manic-depressive psychosis, 
although it was almost twice as frequent as in the schizophrenic 
series. 

(11) We were unable t 
ideas and homosexuality considered so typical of the puerperal 


find a high percentage of the incest 
depressive reactions by Zilboorg.” 

(12) Chronic masturbation and excessive eroticism were noted 
commonly in the schizophrenias of the series, but by no means 
to the extent found by Zilboorg,'* who failed to find eroticism in 
only one of his cases. 

(13) The same author’s ** claim of evidence of an unresolved 
CEdipus situation in most puerperal schizophrenias was not en- 
tirely substantiated by this study ; in fact, a slightly greater number 
of the cases seemed to show a mother preference. 

(14) The study does tend to corroborate, at least to some degree, 
Zilboorg’s'* claim that the aloof, shy woman with little previous 
contact with men, and prolonged courtship tends to develop puer- 
peral schizophrenia. His statements that these women marry in 
the latter part of the third decade of life, and that their persistent 
frigidity points to the impending development of puerperal schizo- 
phrenia could not, however, be completely verified from this survey. 

(15) Although Zilboorg’s findings ?* regarding almost constant 
antagonism to the husband were confirmed by the present study, 
the writer found little evidence to support his claim that the women 
patients had become hyper-sexed for a short interval before resum- 
ing their frigidity post-partum; nor did this survey reveal the 
claimed consistent happiness during pregnancy. The antagonism 
toward the child, as expected from Zilboorg’s ? hypothesis, was 
present. 
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(16) Homosexual tendencies were rarely noted, in contrast to 
the findings of Zilboorg.? 

(17) With few exceptions, the psychoses did have their onset 
post-partum, 

(18) The schizophrenias reported by Zilboorg '* developed pre- 
dominantly in multiparz, while those of the present series were 
slightly more frequent in primipara. In the multipare here 
reported, his findings of an assumption of the masculine role in 
the interval between pregnancies was strikingly lacking. 

(19) Again, a sense of guilt was found much more commonly 
than one was led to expect from Zilboorg’s '* studies. 

The variance of many of the dynamic factors found in this 
study from those previously reported by others perhaps further 
emphasizes the difficulty of generalizing regarding the mechanisms 
of these reactions. Undoubtedly the psycho-analytical explanations 
given of certain cases are quite correct and accurate, but can we 
postulate from these cases that other similar cases develop from a 
similar set of circumstances and by means of the same dynamics ? 
To the writer it seems that each case of a series of post-partum 
illnesses must be considered as an individual, non-generalizable 
problem. 
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DISCUSSION. 


Dr. Grace BAKER (Baltimore, Md.).—Dr. Smalldon in his careful study 
of mental illness associated with pregnancy and childbirth has forged one 
more link in a chain of evidence to substantiate our present belief that 
there is no such clinical entity as puerperal psychoses. He has found that in 
only a small percentage of the patients studied were the toxic exhaustive 
factors apparently significant. He has instead clearly demonstrated that a 
real understanding of this postpartum reaction will come when we have 
obtained and understand the ¢ 

Dr. Smalldon has mentioned the close correlation of some of his findings 
with Dr. Zilboorg’s. I should like to ask if some of the apparent discrepancies 
in their findings might not disappear if the data were sufficient. Dr. Zilboorg 
has stressed in his communications the frequent unavoidable inadequacy of his 
records. 

It was particularly interesting to me that Dr. Smalldon found schizo- 
phrenia more often in the primipara while Dr. Zilboorg has reported schizo- 
prenia more often in the multipara and usually in the second pregnancy. 


I should like to know if the sex of the child might be considered a factor. 


lynamic factors at work 


Dr. Smalldon reports that the psychosis developed almost invariably 
postpartum. We know that neurotic symptoms, on the other hand, are promi- 
nent in the early months of pregnancy. It appears then that the time of the 
onset of the symptoms bears a significant relationship to the seriousness and 
the meaning of the reaction types. 

All these important conclusions make it quite obvious that future studies 
of women during pregnancy and post-partum provide a fruitful and stimulat- 
ing field for further research. It 
phylaxis, always our ultimate goal 


Dr. Grecory ZitBoorc (New York City).—We owe a real debt of grati- 
tude to Dr. Smalldon for having reviewed so carefully this material. I am 
not sure that you gained the impression that all the cases which I studied 
some years ago were taken from Bloomingdale Hospital and thus fall into 
this survey by Dr. Smalldon. If I were to rewrite, even without restudy, 
what I found at that time, I would probably change some of my formula- 
tions. Moreover, I think it is definitely established in the mind of every 
psychiatrist that the method of study is of extreme importance. In the past, 
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when everything was purely descriptive, there was little quarrel with the 
findings of a good clinician but only with the conclusions. Today, and indeed 
ever since the psychoanalytic method has been applied to the study of psy- 
chiatric cases, there is frequently a quarrel with the findings as well, because 
the psychiatrist who uses the purely descriptive external method may fail 
to observe what the psychoanalyst legitimately sees. If I were to take excep- 
tion to anything that Dr. Smalldon said, I would point to this particular 
aspect of his paper. 

I think he did not draw a sufficiently clear line between the negative and 
positive factors, as consciously expressed by his patients, and the findings, 
inferential or otherwise, which could be deduced only through psychological 
insight or direct psychological study. If, for example, we are to discuss the 
sexual trends in an individual, particularly in a woman, the conscious appear- 
ance of a homosexual threat is not the only proof of the presence of the 
homosexual trend. There are many collateral, indirect signs of it. Those 
individuals who consciously express incestuous wishes during the psychosis, 
or otherwise express them in a sexual trend, obviously may have suffered 
a lesser neurotic conflict in a much lesser degree. On the other hand, all the 
incestuous and homosexual wishes, especially those which remained buried, 
constantly feed the psychotic trends with greater energy. In other words, 
a repressed trend has a greater pathogenic value than one which comes to 
the surface—unless we deal with an arrested or deteriorated schizophrenic. 

I should like to have heard something from Dr. Smalldon with regard to 
a question which has remained in my mind ever since I studied this material : 
does schizophrenia in postpartum cases differ from schizophrenia in general? 
The post-partum manic-depressive psychoses differ in no respect from the 
manic-depressive psychoses of the garden variety. Thus we may assume that 
the psychological constellations, the configurations of psychological elements 
which result in this psychosis are in no way predetermined by some specific 
elements inherent in pregnancy or child-birth. I should like to know if 
Dr. Smalldon found that those particular constellations which I postulated 
some years ago could be or should be corrected. I stated them tentatively 
at that time and pointed out that any woman who enters womanhood without 
entering fully mature psychological motherhood is likely to have trouble. I 
do not think I said that frigidity is a prodromal sign of a postpartum schizo- 
phrenia but I suggested that frigidity in this constellation has the value of a 
pathognomonic sign. 

It is of utmost importance not to overlook constellations, even as one does 
not overlook them in stereochemistry: the same series of elements produce 
different chemical substances when arranged in different constellations. Dr. 
Smalldon’s very earnest study suffers from the fact that he tends to confuse 
the general meaning of single trends with the meaning of the same trends 
when they appear in a specific constellation in the psyche of a specific 
individual. 


Dr. Jacop KAsANIN (Chicago, IIl.).—I had the opportunity of going over 
Dr. Smalldon’s paper and I was very much impressed with the extraordinary 
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care with which he has conducted his study. It is very interesting that his 
study was done after the study which had been done by Dr. Zilboorg. To me 
the most impressive thing about these studies is the fact that since Dr. 
Zilboorg’s work certain psychological notions have crept into the methods of 
study at Bloomingdale Hospital, so that now, for example, Dr. Smalldon 
finds that the hostility to the child, which is one of the most significant mani- 
festations of the postpartum psychosis, is a very frank phenomenon whereas 
Dr. Zilboorg had to find it out through original investigations by going over 
his own material. 

Now this principle is so clearly understood and accepted that you can 
find it in almost any history taken up by the average staff physician of a 
hospital. This shows the tremendous progress which has been made by 
physicians in certain psychological formulations which creep into , 
thinking and find their reflection in their studies 


their 


One thing which interests me very much about Dr. Smalldon’s paper is the 
fact that he reports psychoses occurring in married women after pregnancy. 
As a contrast I have had the opportunity of going over some cases of 
unmarried women, of so-called illegitimate pregnancy. In such cases psy- 
choses are very uncommon immediately following pregnancy. Many illegiti- 
mate mothers are psychotic during pregnancy or before pregnancy; very few 


< J 
become psychotic after pregnancy. Birth in an unmarried mother takes place 


very easily. There are very few complications. The nursing is usually very 
normal and there are few complications of any sort. This seems to me to 
point to the fact that pregnancy and childbirth are rather simple, primitive 
biological phenomena. It is only in the last generation, perhaps in the last 
50 years, that carrying a baby and having a baby became a very complex 
matter with many sociologic and economic complications. The unmarried 
mother who has the child very naturally, very casually, has very few difficul- 
ties with reference to her child so far as psychosis is concerned. 

All these things indicate that it is the sociological factors which prob- 
ably complicate the clinical picture, and it is the influence of our particular 
civilization with its drawbacks on having children which causes this extremely 
difficult hostile pathological reaction in women rather than 
itself or the fact that they have a baby. 

I should like to express appreciation of Dr. Smalldon’s work and also the 


he act of birth 


hope that he will conduct his investigation further along the line which I 
suggested previously. 

Dr. Joun L. SmMatitpon (White Plains, N. Y. Dr. Baker asked 
whether the sex of the child was a factor in the type of psyciosis developed, 
and I can only state that in the majority of instances (I regret that i do not 


have the figures) the psychosis devel 
child rather than a female child 

I do not believe that all of the cases reported have been studied by both 
Dr. Zilboorg and myself. Many of these cases, which were admitted to the 


hospital up to last December, were af course admitted long after the time 


oped in reaction to the birth of a male 
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when Dr. Zilboorg studied there. Perhaps some of the earlier cases were 
studied by both of us. 

I quite agree with Dr. Zilboorg that the psychoanalytical investigation and 
the strictly psychiatric investigation which I made are open to different 
interpretations. I can agree with Dr. Zilboorg’s findings in many specific 
cases; my own feeling however is that the factors found by Dr. Zilboorg 
in these specific instances and used, probably quite correctly, in his theoreti- 
cal conclusion, did not seem to be present in other similar cases of the series. 
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DYNAMIC DISTURBANCES IN THE HANDWRITING 
OF PSYCHOTICS. 
WitH REFERENCE TO SCHIZOPHRENIC, PARANOID AND 
MANIC-DEPRESSIVE PSYCHOSIS. 


By THEA STEIN LEWINSON, New York City 
I. GENERAL INTRODUCTION. 


A. HANDWRITING AS AN EXPRESSIVE MOVEMENT. 


Klages ' pointed out that human movements are expressive move- 
ments ; i. e., the personality expression is revealed by them. Hand- 
writing as an expressive movement has an advantage in that it is 
fixated. Therefore, it provides a permanent record for examina- 
tion and comparison at any time. Klages used handwriting as an 
example to demonstrate the interpretation of expression, a pro- 
cedure which resulted in his graphological method, now recognized 
and used in Europe as a psycho-diagnostic instrument. The original 
method (which Klages first described in several articles published 
in 1906) has been considerably amplified and refined by his fol- 
lowers during the last three decades. 

Handwriting, considered as an expressive movement, is a 
dynamic entity and as such does not consist of isolated signs but 
of different graphic criteria which form a dynamic relationship 
and are subject to interpretation. These criteria are: form orig- 
inality, form of connection, the stroke (horizontal outline, move- 
ment character and shading) size, difference between long and 
short letters, proportion between upper and under lengths, direc- 
tion of lines, width, copiousness, slant, right-left tendency, mar- 
gins, pressure, continuity of connection, rhythm, distribution, 
speed, regularity, balance between bond and release, etc. 

As it is not possible to give here a complete explanation for all 
these graphological elements, a short theoretical sketch only will be 
given of those points and principles which appear to be essential 


1 Thea Stein Lewinson: An Introduction to the Graphology of Ludwig 
Klages. Character and Personality, Vol. VI, No. 3, March 1938. 
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for a full comprehension of the problem in hand, i. e., the dynamic 
disturbance in the handwriting of the psychotic. 


B. RHYTHM.” 


If a dynamic system is functioning properly, the individual fac- 
tors of this system are working in a natural rhythmical manner ; 
that is, there is balance between bond and release * and their co- 
ordination is not disturbed by any restriction or looseness which 
might tend to upset the natural balance of the system. Rhythm 
and the relationship between bond and release (including dis- 
turbance) are some of the most important indicators of balance 
in the expression and performance of the dynamic system. Accord- 
ingly they play a very important part in the interpretation of hand- 
writing. 

Since handwriting is an expression of a living organism, the 
presence or absence of rhythmic flow should be one of its most 
essential characteristics. We must, however, distinguish between 
two aspects of rhythm: original intensity and flow (naturalness, 
disturbance or suppression). If the motor impulses which actuate 
the writing movement are functioning in a natural rhythmical man- 
ner, we shall have a rhythmic distribution and frequency of the 
writing elements as they appear in the distribution of the words, 
in the continuity of the letters, in the width of the writing, in the 
breadth of the letters, in form, size, pressure, direction of the 
stroke, etc. If the natural functioning of the living organism is 
disturbed there will be a disturbance in the rhythmic distribution 
and periodicity of the writing elements. 

Evidence of rhythm in handwriting is found in the proportion 
between bond and release indications. Every human movement is 
the result of two opposing forces: the demands of the inner im- 
pulses and the requirements of the external world. Depending on 
the relative strength of these two factors, the movement is shaped. 
If the (instinctual) impulse is the stronger there will be more 
indications of release in the movement, and consequently in the 


*Ludwig Klages: Vom Wesen des Rhythmus (Kampen auf Sylt, 1934). 
8’ Every graphic indication belongs either to one or the other group which 
means that it is either restricting or releasing psycho-physical energy. 
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handwriting ; if the conscious will for adaptation to external resis- 
tance prevails there will be greater indications of bond. If there 
is a natural balance in the personality between subconscious striy- 
ings and conscious controlled ability, there will be a proper, although 
not necessarily even, balance between release and bond in the indi- 
vidual’s handwriting which would be indicative of a natural rhyth- 
mic flow.* 

According to Klages,® graphic indications are divided into two 
major divisions of bond and release in the following manner: 


Release. Bond 
Speed. Slowness. 
Largeness. Smallness. 
Lack of pressure. Pressure 
Width. Narrowness 
Slant to the right. Vertical writing 
Pastosity. Sharpni 
Small differences between long and Great differences between long and 
short letters. short letters 
Upper lengths longer than under Under lengths longer than upper 
lengths. lengths 
Continuity. Discontinuity 
Double curve. Double angle. 
Garland. Arcade. 
Amplifications. Simplifications 
Tendency toward the right side [Tendency toward the left side. 
“Scriptura continua.” “Scriptura distincta.” 
Ascending lines. Descending lines, 
Increasing left margins. Decreasing left margins 
Smooth stroke. Disturbed smoothness of the stroke. 
Irregularity. Regularity. 
Harmony. Lack of harmony 


Rhythm is the fundamental indicator, and the relationship be- 
tween bond and release are its determinants in two respects: (1) 
The balance between bond and release determines the naturalness 
of the rhythmic flow or its disturbance. (2) The scope in their 


4Max Hellmut: Menschenerkenntnis aus der Handschrift (Waldemar 
Hoffman Verlag, Berlin, 1934) 

5 Ludwig Klages: Handschrift und Charakter (Johann Ambrosius Barth, 
Leipzig, 1932, p. 138). 
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relationship, e.g., the degree in which indications of bond and 
release appear ; the more forceful the manifestation the wider the 
scope between the opposite poles, and vice versa, determines the 
strength of the rhythm. 

Rhythm is not evaluated in the sense of Klages’ ‘““Formniveau” 
(form level), but is considered as the expression or indicator of 
natural psycho-physical functioning. If a person is functioning 
naturally and harmoniously, he is not cut off from but open and 
susceptible to influences from the outside, which he experiences 
and assimilates. Rhythmic flow indicates the capacity for life ex- 
perience, and disturbed or suppressed rhythm is indicative of dis- 
turbance of this capacity. It may be expected, then, that rhythm 
and its disturbances are significant in the handwriting of psychotics. 


C. SYMBOLISM OF THE WRITING FIELD. 


Pulver points out that handwriting is not flat and two-dimen- 
sional, but a three-dimensional formation having height, breadth 
and depth in the writing space. The first two dimensions, height 
and breadth, are obvious; the third dimension, depth, is the pres- 
sure which gives the relief effect to the writing. (“To the up and 
down, to the forward and backward (of the writing movement) 
it (the pressure) adds the third dimension (front and back).”)® 
Max Pulver, the initiator of this phase of graphological theory, con- 
siders these dimensions as expressive of the symbolism which un- 
consciously influences our conscious actions as demonstrated in 
the works of Freud and Jung.’ 

We shall consider first the factors of height, above and below. 
With a few exceptions, one may consider the letter forms of the 
school copy as being divided into three levels: the i-height or middle 
zone, the upper zone and the lower zone. The i-height, the height 
of the short letters, is the standard measure of graphology and is 
$ of an inch. The letter parts which arise above the i-height (as 
in 1, h, etc.) are called the upper lengths. The letter parts which 
extend below the i-height (as in g, y, etc.) are called the under 
lengths. 


Max Pulver: Symbolik der Handschrift (Orel Fiissli, Verlag Zurich 
und Leipzig, 1931). 
7 Loc. cit., p. 11. 
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The three levels of the letter system may be held to correspond 
to a symbolic tripartition of the writing zones: lower zone~— 
physical and instinctive, middle zone—emotional and social, upper 
zone—intellectual and spiritual. This projection of the general 
space symbolism on the handwriting field represents a topography 
of the different zones of consciousness. Pulver evaluates the three 
zones of the handwriting field by referring to the form and to the 
content of the personality aspects as expressed in these zones, 

As a result of the space symbolism, the dimension of height, 
above and below, represents the organization within the individual; 
1. e., the relationship between the intellectual, the emotional and the 
instinctual spheres. 

The dimensions of breadth, left and right, register the indi- 
vidual’s position in the outside world, the effect of his emotional 
ties and contacts. 

The dimensions of depth, front and back, are indicative of the 
instinctual power of the subject’s attitude toward the object world. 

One may say that there isa direct relationship between the three 
dimensions just described and the three zones of the height dimen- 
sion; height, upper zone—rational, intellectual; breadth, middle 
zone—emotional, social; depth, lower zone—physical, instinctive. 

These three dimensions, height, breadth and depth, are dynamic 
entities in themselves which in their undisturbed functioning are 
very dependent on the natural, rhythmical dynamic inter-relation- 
ship. If the rhythmic balance in one of the dimensions is disturbed, 
the balance of the individual as a whole is affected. The seriousness 
of the disturbed balance is naturally dependent on the degree of 
the disturbance. 

The writing object is the formed line ; the graphological elements 
are form originality, form of connection, the stroke with reference 
to horizontal outline, movement character and shading, all of which 
extend into the three dimensions: (1) [above and below] the 
height (size, relative difference between long and short letters, 
proportion of upper and under lengths, direction of the lines). 
(2) [left and right] the breadth (width, copiousness, slant, left- 
right tendencies, margins) and (3) [front and back] the depth 
(pressure, continuity of connection). The dynamic relationship 
between the three dimensions or extensions of the object, the formed 
line, is graphically expressed by the rhythm, distribution, speed, 
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regularity and balance between bond and release. These latter 
dynamic indications apply to the aforementioned graphic indica- 
tions characteristic of the three dimensions. 


D. TYPES OF DISLOCATION. 


In handwriting, we deal with different graphical expressions of 
displacement which are dislocations, sublimations and over-com- 
pensations. In general, every deviation of psycho-physical forces 
or functions from their natural sphere into another is a displace- 
ment as is every repression of these psycho-physical forces or 
functions. However, there are different degrees of displacements, 
all of which may occur in the most diverse parts of the psycho- 
physical structure. There are many ways in which displacements 
may be graphically expressed. The form of displacement depends 
on the complete organization of the individual handwriting. One 
of the most tangible graphic indications, displaced pressure, will 
be used to illustrate this point. 

According to Pulver, writing pressure is an impulse expression, 
or an expression of the psycho-physical vitality which is at the 
individual’s disposal. The natural and proper place for the appli- 
cation of pressure is in the downward movement, 1. e., in the execu- 
tion of the down strokes of the letters. The downward movement 
points toward the core of the personality and in an undisturbed 
system, the vital strength should be oriented toward its natural 
reservoir, the instinctive and subconscious zone. Displaced pres- 
sure might be indicative of three different forms of psycho-physical 
displacement. 

(1) In many writing styles in which pressure is applied in the 
side strokes or even in the upstrokes; that is, at places where it 
does not belong according to the school copy. In such cases we 
have a displacement of psycho-physical energy. The energy is not 
blocked, but transposed from the ego-centered to the object-cen- 
tered direction of impulses. If there is a displaced pressure in a 
handwriting accompanied by slight disturbances of some other kind, 
we have a dislocation. This situation indicates psycho-physical 
energy which might express itself in some nervous tension, but 
which is not necessarily a pathological symptom. 
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(2) When there is displaced pressure in a handwriting in which 
neither the rhythm nor the flow is disturbed, but in which the latter 
is emotionally strong and fluent, the interpretation might be that 
the individual uses his manual skill (as manual skill is needed to 
apply displaced pressure) in a constructive way, e. g., painting, 
mechanics, art crafts, etc. In these cases, phy sical energy was sub- 
limated ; in other words, it was displaced, but the displaced energy 
was applied to creative purposes. 

(3) There are handwritings in which certain places in the writ- 
ing field are emphasized by pressure while others are neglected. If 
this is done without excessive overstraining (without normally 
disturbing balance of the writing) it is an expression of over- 
compensation. Such writings might indicate that forces are acti- 
vated to make up for certain shortcomings. 

Such graphic expressions of dislocation, sublimation and over- 
compensation are found and can be interpreted not only in hand- 


writing, but also in drawings, paintings and other art products, 


II. PracticAL APPLICATION. 


A. THE GRAPHIC CHARACTERISTICS OF THE DYNAMIC DISTURBANCE 
COMMON TO THREE PSYCHOSES. 


It appears difficult at first to define the graphic characteristics 
of the different psychoses because of the great variation of the 
material. Every style of handwriting varies so greatly that no com- 
mon characteristics whatever will be found. Therefore an attempt 
will be made in this article to interpret the psychotic handwriting 
from the standpoint of a fundamental dynamic disturbance, a char- 
acteristic which the three forms of psychoses (dementia precox, 
paranoid, and manic-depressive psychosis) have in common. This 
task will require first a definition of the dynamic disturbance itself 
and later its specific variations. In all psychotic handwritings, the 
rhythm is completely « 


1° 


listurbed in all three dimensions: height, 
breadth and depth. The extremes of the possible rhythmic dis- 
turbance are rigid regularity and great irregularity ; both are char- 
acteristic of these handwriting pictures. There is no natural flow 
and swing to the writing impulses, and there is no balance between 
bond and release. One characteristic or the other is noticeably 
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predominant, or there may be an irregular exchange between the 
two. The cause for both these abnormalities is a very fundamental 
displacement of psycho-physical energy within the personality. 

Distribution and tempo are those secondary dynamic qualities 
which are necessarily affected when rhythm and balance between 
bond and release are disturbed, and they follow a parallel course. 
The distribution may be very wide with long intervals, rigidly 
crowded, or entirely irregular with regard to spacing between 
words, width, size and continuity. In any event, there is no har- 
monious development in distribution. The writing impulses are 
either stereotyped or uncontrolled, both tendencies indicating that 
the writer has lost his sense of proportion insofar as space, time 
and general standards are concerned. The fundamental tempo is 
either extremely slow or extremely fast depending upon the pre- 
dominating control or lack of control over the individual impulses ; 
both tempo abnormalities being caused by a disturbed dynamic 
balance. As the fundamental rhythm is seriously disturbed, capacity 
for experiencing is also disturbed and this condition indicates con- 
siderably ego-centered seclusion. The individual is living in his 
own sphere and the libido is arrested on the early narcissistic level 
or has regressed to earlier narcissistic fixation. The graphic syn- 
drome for this disturbance in the dynamic relationship represents 
itself as follows: 


Tue Dynamic RELATIONSHIP. 
(Seriously Disturbed. ) 


. Disturbed rhythm (irregularity or rigidity). 

. Lack of balance between bond and release. 

. Arhythmic distribution (stereotype or beyond control). 

. Tempo: extremely slow or extremely fast. (Indicative of all three forms 
of psychoses. ) 


no 


The fundamental dynamic disturbance, therefore, means a lack 
of capacity for experiencing and the absence of a natural organic 
connection with the environment; life on the narcissistic level. We 
said before that the dynamic disturbance might be caused by a 
disturbance in one of the three dimensions which naturally affects 
normal functioning of the other dimensions. Drastic dynamic 
disturbance such as we deal with in the handwritings of psychotics 
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must necessarily be caused by a very drastic disturbance in one or 
sometimes (in transition cases) two of the three dimensions, As 
the three dimensions height, breadth and depth represent the three 
levels for the development of psychic energy, the dimensions ip 
which the rigidity occurs may be indicative of the sphere in which 
the psychotic disturbance is centered. 

One of the principles in making a graphological analysis is to 
look for one or several of the most pronounced graphic indications 
in the handwriting to use as a guide to the personality, and then 
group the other graphic indications in order under them. Abnormal 
rhythmic disturbance, rigidity or extreme irregularity, in one of 
the three dimensions or in the dynamic relationship is the outstand- 
ing graphic factor indicated in the handwriting of the psychotic, 

In investigating the material, we have looked for the sphere in 
which the rhythmic abnormality originated and found that empha- 
sized abnormal, rhythmic disturbances in certain definite dimen- 
sions, or in the dynamic relationship were characteristics of certain 
forms of psychoses. The rhythmical, disturbed sphere is not inte- 
grated into the whole writing picture. An interpretation of this 
disintegrated constellation would show that a great deal of psychic 
energy is withheld by a particular personality sphere which nor- 
mally would be needed for proper functioning of the individual. 
Consequently the other dimensions have to forego the support of 
the blocked sphere. As a result, the other dimensions subcon- 
sciously form make-shift substitutions in order to compensate for 
the loss. These substitutions have a rather distorted character and 
are the expression of the psychotic symptoms 

The following findings must be considered as tentative only, as 
the available material, on which they are based, was very limited, 
although taken from cases well diagnosed by psychiatrists. 

The material consists of 20 specimens from dementia precox 
patients ; 32 cases of psychosis and neurosis with very pronounced 
paranoid trends, and 43 cases of manic depre ssive psychosis. In 
addition I have examined handwritings which have been published 
in graphological and psychiatric literature. 

As space does not permit a thorough treatment of all details, I 
will present in the following only the graphological syndromes and 
the summarized interpretations of the three forn 


s of psychosis. 
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B. THE SCHIZOPHRENIC HANDWRITING. 


The handwriting of the dementia przcox patients reveals that 
rhvthmic abnormality as regards rigidity in the dimension of the 
breadth is characteristic and influences the make-up of the entire 
writing. Based on this premise, one can establish the graphic syn- 
drome of dementia przecox as follows: 


THE GRAPHIC SYNDROME OF SCHIZOPHRENIA. 


The Breadth: The Dimension Emphasized by Rigidity (originating in the 
middle zone). 

1. Strong tendency toward the left side. 

2. Narrowness of the writing or secondary width. 

3. Narrowness of letters (or secondary width) but emphasis of initial 
letters. 

4. Strong angular tendency in the middle zone. 

5. The slant: toward the right, vertical or irregular. 

The Formed Line: 

1. Split in the form originality: infantile and odd forms, round and 
angular, copious and narrow side by side. 

2. Form of connection: angular connection, rigid school-copy forms or 
entirely dissolving forms; occasionally contrast arcade-garland in 
unprescribed form. 

3. The stroke: 

a. The horizontal outline: interruptions and atactic disturbances. 
Sharpness to thin pastosity. 
b. Movement character: undynamic, flabby or blocked, stiff, unflex- 
ible or overstretched. 
c. The expression: empty-mechanical or dead-glassy. 
The Height: 

1. The size: small to medium. 

2. Great difference between long and short letters (sometimes not in 
rigid writings ). 

3. Emphasis of the underlength, as to length and copiousness. 

4. Direction of the lines: tendency for straight line but varying in 
general. 

The Depth: 

1. The pressure: not very strong; frequently displaced. 

2. The continuity of connection: unrhythmic. Mostly strong continuity ; 
occasionally unrhythmic disconnectedness. 


The graphic syndrome suggests that the schizophrenic disturb- 
ance is centered in the emotional sphere (the ego-you zone), indi- 
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cating the extreme ego-centricity of the individual and the resulting 
cleavage between himseltf and his environment. This blockade of 
the emotional zone has resulted in extreme overstrain and break- 
down of the original psychic structure and has affected the intel- 
lectual as well as the instinctive zone. The intellectual faculties 
have no normal exchange with the other personality layers or wi 

the environment, and remain partially underdeveloped, while : 
some respects they have become over-developed. Consequently we 
have the split in the form perception and the entire intellectual 
mechanism as can be seen in the contrast between school copy and 
queer forms. The libido is unevenly distributed within the per- 
sonality and either emphasizes the emotional blocking tendencies, 
or the queer intellectual functioning or narcissistic manifestations 
(masturbation, exhibitionism, hallucinations). The entirely rigid 
writing indicates the complete seclusion from the environment, the 
irregular writing indicates the opposite form of maladjustment, — 
uncontrolled outbreaks. Between these two extreme forms we find 
innumerable transitory and mixed writing pictures showing the 
same basic dynamic arrangement which, however, constitutes the 
basis of the greatest form variations. 


C. THE PARANOID HANDWRITING. 


The rhythmic abnormality in paranoid writing lies in the depth 
dimension which means the instinctual sphere is emphasized and 
blocked off and is not integrated into the pers mnality. Over-em- 
phasis or under-emphasis of a graphic symptom may have the same 
fundamental meaning emotionally. In the case of the latter, we 
find different over-compensatory symptoms. In paranoid hand- 
writing we encounter a strange phenomenon: often an over-em- 
phasis or under-emphasis of the instinctive sphere with strange 
over-compensatory symptoms in the same handwritings, or more 
frequently, the patients being possessed of two entirely different 


handwritings, one expressing emphasis and disturbance of the 


instinctive sphere; the other a kind of sublimation, expressing the 
under emphasis of the instinctive sphere with its compensatory 
symptoms. Occasionally the two handwritings are sublimated mix- 
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tures of both constellations. The syndrome for the paranoid con- 
dition handwriting could be established as follows: 


THE GRAPHIC SYNDROME OF PARANOID CONDITION. 


(The personality of the individual patient with paranoid tendencies may 
comprise simultaneously the two extreme poles of the paranoid dynamic 
disturbance; as exemplified by both the artificial and the instinct-empha- 
sized writings and by a combination of the two.) 

Depth: Dimension Emphasized by Irregularity or Rigidity (originating in 
the lower zone). 


1. Pressure, originally very strong may be absorbed by over-compen- 
satory symptoms such as artificial forms, lack of connection, sharp- 
ness, smallness, greater regularity, etc., so all degrees of pressure 
may be found. 

2. Connected or artificially connected writing; occasional unrhythmic 
continuity of connection, lack of connection in printed writing may 
also be evident. 


3. Emphasis of the lower zone is usually noted. 


The Formed Line: 

1. Primitive, partly vulgar forms or printed letters, exact school copy 
forms, artificial unorganically flourished forms, zsthetic patterns, 
queer additions, sharply pointed strokes and marked form exactness. 

2. Forms of connection: indistinct, dissolving school copy with an 
angular tendency. 

3. Stroke: 

a. Horizontal outline: all degrees from pasty to sharp; (occasion- 
ally in the case of two writings there will be pastiness in in- 
stinctual writing and sharpness in artificial writing.) Hairy, 
fibrous stroke, occasionally atactic disturbances. 

b. Movement character: undynamic, inhibited, constricted, scratch- 
ing, digging, vacillating, cringing. 


c. Expression: hard, cutting, tearing—mechanical, uncertain. 


Breadth : 

1. Strong tendency toward the left side (less in lower zone). 

2. Unrhythmic alternation between wide and narrow letters. 

3. Either narrowness and secondary width (artificial), or wide writ- 
ing (instinctive) or unrhythmic alternation between wide and nar- 
row writing (mixed). 

Angular tendency in the middle zone. 


un 


Slant: irregular slant toward the right or emphasized regularity. 
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Fic. 1.—Dementia Precox: Girl. 
(Reproduction is 669% of original size.) 


Fourteen years of age: six years before onset of disease. Dynamic 
edatiansbie still functionin , but showing first indications of rigidity in the 
middle-zone. (Note the : strong tenden y towards the left.) 


a 


he 


1940] THEA STEIN LEWINSON II5 


das 


sar 
b 


Fic. 1.—Dementia Precox: Girl. 


(Reproduction is 664% of original size.) 


b. Nineteen years of age: one year before onset of disease. Beginning 
of rigidity in the whole writing picture. 


Fic. 1.—Dementia Precox: Girl. 
(Reproduction is 66§% of original size.) 


c. Twenty years of age: during disease. Seriously disturbed dynamic rela- 
tionship in the form of complete rigidity of the writing picture. 
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“United,” 


m of extreme irregularity. (Note the queer form of the U in 
and the disturbed middle-zone. ) 
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Seriously disturbed dynamic relationshi 
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Fic. 3—Dementia Przecox (Hebephrenic) : Woman, 55 Years of Age. 
(Reproduction is 80% of original size.) 


Drawing in a self-made picture-book. (Note the rigidity of the whole 
picture and the blockade against the right side; also the lifelessness of 
the figure. ) 


mi 
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Height: 
1. Size: small to large (at times smaller in artificial writings). 
2. Great difference between long and short letters 
3. Emphasis of the under zone as to length, copiousness, pressure: 
down tending strokes, letter prolongations and additions. 
4. Direction of the lines: Straight, wavering, ascending and descend- 
ing, according to rational or instinctive control 


Summarily, the graphic syndrome may be interpreted as fol- 
lows: the patient with paranoid tendencies has a dual personality, 
due to the severe dynamic disturbance. 

In the schizophrenic personality the emphasis of the split is on 
the ego-you relationship, in the paranoid personality it is on the 
instinctive rational relationship, and the blocked off energy (libido) 
accounts for the patient’s anxieties, uncontrolled outbreaks, aggres- 
siveness (which may tend to be sadistic) infantile instinctive ten- 
dencies and sexual maladjustment. 

On the other hand, the patient’s intellectual, or rational develop- 
ment has made great progress, but not being supplied by enough 
libido, it is abstract since it lacks connection with the instinctual 
sphere. This also accounts for the fact that the paranoid patient 
is not able to actually assimilate the things he has learned. His 
experiences are only vicarious and despite the great resources 
which he may have he cannot be productive. He attempts to cover 
up his inability to live up to the pattern to which he moulds himself 
by pursuing almost obsessively its conventional formalities, destroy- 
ing and distorting its meaning more and more until he lives, or one 
might say, vegetates in an empty, distorted rationalized system 
which has no contact with reality. This system must, however, 
compensate for his withered productive abilities and other frustra- 
tions growing out of his development. With great effort, external 
contact with environment is maintained rationally, but as there is 
no development in his individuality, and no authenticity in his life 
expression, he plays the role his environment demands of him, 
resentfully and without inner contact, an attitude which causes 
him to be extremely artful and cautious. 

In the paranoid personality one may say: intellectually, +! 
is a dead systematized rational functioning; emotionally, there is 
inner emptiness, inflexibility and lack of emotional control, but 
there is a striving to act a part and to keep up at any price, con- 


4 
‘ 


1940] THEA STEIN LEWINSON 119 


tact with environment ; instinctively, the personality is partly re- 
pressed, uncontrolled, and at times primitively expressed by an 
unforeseen outbreak. 


D. MANIC-DEPRESSIVE HANDWRITING. 


With the handwriting of patients in a manic-depressive condi- 
tion, we must proceed along somewhat other lines than in the case 
of the schizophrenic or of the paranoid. The disturbance in the 
dynamic relationship affects principally the dimension of height. 
In the following, the findings of Martin Heinen are used in part 
as they are in agreement with my own, although Heinen’s findings 
have been enlarged on, applied and arranged in a somewhat dif- 
ferent manner.® 

With regard to the manic-depressive patients, we must distin- 
guish between those handwritings executed in the interval, those 
in manic phases, and those in the depressive phases. In the manic 
phase, we make two subdivisions, viz., the elated manic phase, 
(heitere Manie) and the irritated manic phase (gereizte Manie). 
In the depressive phase we must distinguish between apathetic 
depression and agitated depression. Heinen cites as a marked char- 
acteristic of manic-depressive handwriting the variability in the 
psycho-physical motility and distinguishes between the hyper- 
kinesis expressed in both types of manic handwritings: the hypo- 
kinesis for the apathetic depressive writing and the dyskinesis for 
the agitated depressive writing. 

Hyperkinesis is expressed in increased movement, pronounced 
size, speed and occasional pressure. Hypokinesis is expressed in 
decreased movement, smallness and lack of strength. Dyskinesis 
means that the writing is characterized by restlessness of movement 
and lack of adequate strength. 

A characteristic of the interval handwritings is that they are lack- 
ing in rhythm, and are usually regular, having a fair balance be- 
tween bond and release, regular distribution and normal tempo. 
Since there is no rhythm in these types of writing, indicating inner 
dynamics, the mechanical motility is emphasized (affektbesetst) in 
the form of over-compensation. This condition offers an explana- 


8 Martin Heinen: Die Handschrift bei Manisch-Depressiven (Doktor- 
Dissertation, Buchdruckerei H. Trap, Bonn, 1928. 
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Fic. 5—Paranoid Dementia Precox: Girl, Age 18. 
(Reproduction is same size as original. ) 


a. First page of a letter written in an artificial manner. 


D are ow 
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. . 


b 


Fic. 5.—Paranoid Dementia Precox: Girl, Age 18. 
(Reproduction is same size as original. ) 


b. Fifth page of the same letter in a more natural, instinctively emphasized 
manner (as in most of the other pages). 


194 


urth 
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% 
G10, 11, 12 16 


Fic. 5.—Paranoid Dementia Precox: Girl, Age 18. 
(Reproduction is same size as original.) 


c. Last page of the 8 page long letter, where both types of writing are 
ized | combined ; especially distinct in the double signature (an expression of the 
split personality). 
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tion for the lack of inner balance in the manic phase where we have 
a strong expansive tendency which assumes different forms in the 
elated manic phase and in the irritated manic phase. 


HYPERKINESIS. 


a. Elated manic phase (expansive) 


Regularity. 
No pronounced tension between bond and re lease, but predominance of 
release. 


Strong acceleration. 

Irregular distribution 
quently in the same specimen) 

(Direction of motility is centrifugal, upwards. ) 


writing enlarging fre- 


b. Irritated manic phase (also expansive) 
Irregularity. 
Strong tension between bond and release 
Acceleration (no regularity in the accelerati 
Variability in distribution 
(Direction of motility downward. ) 


Heinen has taken these two modifications of hyperkinesis from 
the expressive pictures of joy and anger as described by Klages. 

As mentioned before the apathetic depressive writing shows the 
picture of hypokinesis. 


Apathetic Depression (constricted) : 
Slight irregularity. 
More bond than release (little tension between bond and release). 
Enormously increased 

Regular distribution 

(Direction of motility centripetal. ) 


The agitated depressive writing reveals dyskinesis. It lacks the 
regularity of the elated manic phase as well as the emphasis of the 
affect of anger, or as Heinen puts it: “The limbs are involuntarily 


1 


stimulated as if pushed by a strange power 


Agitated Depression (constricted and expat 
Strong irregularity 
Irregular fluctuations in the relation hip between bond and releas« 
(Sometimes the one, sometimes the other being predominant. ) 


Acceleration of movements without emphasi 
Irregular distribution 


® Ludwig Klages: Grundlegung der Wissenschaft von Ausdruck (Johann 
Ambrosius Barth, Leipzig 1936). 
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All of these four dynamic constellations lack rhythm. In interpret- 
ing them we may say that the elated manic patient has a very strong 
expansive psycho-physical motility which is so released and so 
strongly directed toward the outside, that he has lost his inner 
balance to a greater or lesser degree. 

The irritated manic patients also have very strong expansive 
urges, however, under great tension. Irregularity in these writings 
is indicative of a correspondingly strong irregularity in their be- 
havior. 

The dynamic relationship in the apathetic depressive writings 
(hypokinesis) is indicative of the inhibitions and restraint in the 
life of this type of patients. The handwriting of the agitated de- 
pressive shows the restless activity characteristic of these patients 
which is out of step with their inner attitudes. All four constella- 
tions show that there is no proportion in the dynamics of these 
patients and individual intellectual control is lacking (unbalanced 
height ). 

The question now at hand is, how are the other graphic elements 
affected by the pronounced disturbance in the dynamic relation- 
ship? As space does not permit a detailed explanation of the role 
of the respective graphic elements in the different dynamic con- 
stellations, it is thought best to summarize those symptoms which 
the four different phases of manic-depressive psychosis have in 
common and to give the graphic syndrome for each particular 
phase. 

The dynamic relationship is markedly over or under emphasized 
so that it is out of control or, in a sense, independent. The dynamic 
disturbance in the psycho-physical functioning of the individual 
primarily involves the dimension of height which, next to the 
dynamic relationship, shows the greatest disturbance and is the 
emphasized dimension in the graphic expression of the manic-de- 
pressive psychosis. Instability is a marked characteristic of all four 
modifications of manic-depressive writing and in each this de- 
ficiency in the height dimension is expressed in various ways which 
are indicative of instability in intellectual and emotional function- 
ing and instinctive physical functioning of the individual. 

The dimension of breadth is characterized either by strong ex- 


pansive or by strong inhibitory tendencies indicating unusually 
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pronounced extraverted or introverted tendencies in the emotional 
sphere with a resulting lack of social adaptability. 

The dimension of depth, the sphere of instinctiveness, is either 
unduly over or under emphasized, which means that psycho-physical 
energy is not normally integrated into the personality. We have, 
therefore, either weakness in the psycho-physical expression or 
uneven emphasis of it. Because the psycho-physical motility as 
such is over emphasized (affektbesetzt), there is no possibility that 
individual personality form can be clearly defined. The writings 
show school copy forms which are either externally ornamented 
or reduced to the point of neglect. These individuals had to assume 
external conventional forms which were, so-to-speak, imprinted 
upon them; the inner dynamic was lacking so this type of per- 
sonality form could be called hollow, and is without individuality. 
The result is a mechanical functioning of the extraverted and intro- 
verted tendencies which are beyond the individual’s control. In 
very severe cases we have in the manic as well as in the depressive 
handwritings, a dissolving of the form due either to inadequate 
expansion or reduction of the forms. 

To clarify the picture of the graphic constellation in the different 
phases of manic-depressive condition, the graphic syndromes are 
given below: 


Tue GraAPHic SYNDROMES oF MANIC Depressive ConpITION 


The Elated Manic Phase (expan- The Irritated Manic Phase (expan- 
sive: release) : sive tensions; somewhat 
decreased size and speed, 


but mi re momentum): 


Height : Height 
I. Size: increasing. 1. Size: irregular and increas- 
2. Direction of the line: ascend ing. 
ing. Direction of the line: wavy, 
3. Upper signs: high. changeable or descending. 
4. Initial and terminal strokes: 3. Upper signs: irregularity in 
long. setting, frequently advanced. 
5. Predominance of upper length 4. Initial and terminal strokes: 


great difference between 
long and short letters. 
Predominance of under length. 
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Dynamic Relationship (seriously 
disturbed) : 
1. Lack of rhythm. 
Tension between bond and 
release: slight. 
3. Slant: regular. 
. Acceleration: strong. 
5. Distribution: irregular (the 
direction of motility is cen- 
trifugal upward). 


Breadth : 
1. Width: increasing. 
2. Copiousness: increasing. 
3. Obliquity: increasing. 
4. Increasing tendency toward 
the right. 


Depth: 
1. Writing pressure: weak. 
2. Connected writing: tendency. 
toward exaggeration. 


Formed Line: 

1. School copy forms with ad- 
ditions and ornamentations 
(increase of writing move- 
ments ). 


2. Variation in forms of con- 
nection: tendency to round 
forms (may eventually dis- 
solve if disease is ad- 
vanced). 


Stroke : 
a. Outline of the stroke: sharp 
to thin pastiness. 
b. Movement character: ade- 
quate, gliding smoothly. 
c. Expression: empty mechani- 
cal (uncertain). 
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Dynamic Relationship (seriously 


disturbed) : 

1. Lack of rhythm. 

2. Tension between bond and 
release: strong. 

3. Slant: irregular. 

4. Acceleration: without regu- 
larity. 

5. Distribution: varying (the 
direction of the motility is 
centripetal downward). 


Breadth: 
1. Width: increasing. 
2. Copiousness: increasing 
3. Obliquity: increasing. 
4. Increasing tendency toward 
the right. 
Depth: 


1. Writing pressure: unusually 
strong (unrhythmic). 

2. Connected writing: continu- 
ity. 


Formed Line: 

1. No original forms but addi- 
tions and ornamentations ; 
superfluous marks of punc- 
tuation; pointed outgoing 
strokes and unevenness. 

2. Variation in forms of con- 
nection: tendency to angu- 
lar and arcade forms (in 
advanced cases complete 
decay of the writing pic- 
ture). 


Stroke: 

a. Outline of the stroke: sharp 
to thin pastiness; frequent 
atactic disturbance. 

b. Movement character: undy- 

namic, scratching tense. 

c. Expression: hard, brittle. 


y 
al 
al 
e, 
aS 
at 
ne 
ad 
y. 
0- 
In 
ve 
ite 
nit 
— 
AVY, 
1g. 
in 
ced. 
ces: 
een 
gth. 
9 


128 


The Apathetic Depressi VE Phase 


(contracted, inhibited 


Height : 
1. Smallness of the writing. 


2. Little difference between long 


and short letters 
3. Descending, or  waverit 


lines. 
4. Upper signs: exact and low 
5. Predominance of 
lengths. 
Dynamic relationship (seriously 


disturbed) : 
I. Lack of rhythm. 
2. More bond than rel 


tle tension betwe nd 


and release). 

3. Slight irregularity 

Extreme slowness. 

. Regular distribution | 
tion of the movement 
tripetal ). 


in 


Breadth (increasing restriction t 
ward the left and the right 
side) : 

1. Narrowness in writing 
regular). 

2. Narrowness in letter: 
ular ). 

3. Short and frequently omitted 
terminal strokes (tenden« 
toward the left) 

4. Slant variation: toward tl 
right to straight with slight 
irregularities. 

Depth: 

1. No 
very irregular pressur¢ 
(flickering ). 

2. Great degree of connecti 


pressure, weak pressure 
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The Excited De 


tracted 
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pl 
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I Nase (con- 
xpansive) : 


oft the 


writing (ir- 


variation between long 
rt letters. 


3. Varying direction of the line 


(ascending, concave or 
wavy 
4. Upper irregularly set. 
Predominance ot under 
lenctl 
Dynamic relations} ip (seriously 
disturbed 
| 
Lack ot rhythn 
| 
oul ictuations in the 
relati up between bond 
and release (sometimes the 
one netimes the other 
predominating ) 
Marked irregularity 
Accelera ] o! movement 
without emphasis 
Irregular stribution 
Breadth: 
1. Narrown writing (oc- 
casional fluctuations). 
2. Narrowness in letters (occa- 
sional fluctuations). 
3 Tenden toward the left. 
4. Slant variation: vertical to 
right slanting. 
Dept 
I No pre ire, slight pressure 
or weak pressure (lack of 
empl 
Great tedness_ which 


may ass 


ume exaggerated 


proportions. 
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Formed Line: Formed Line: 

1. School copy forms (with no 1. School copy forms (some 
ornamentations or addi- additions, usually curls). 
tions) (in advanced cases 2. Form of connection: pre- 
dissolving). dominant angular tenden- 

2. Form of connection: origi- cies. 


nally round forms with an- 
cular tendencies. 


Stroke: Stroke: 

a. Outline of the stroke: sharp a. Outline of the stroke: sharp 
to thin pastiness, frequent to thin pastiness (occa- 
tremor. sional atactic disturbances ). 

b. Undynamic movement char- b. Undynamic movement char- 
acter: flabby. acter: rigid, stiff and in- 

c. Expression: empty mechani- flexible. 
cal. c. Expression: empty and brittle. 


The following will summarize the personality pictures in the four 
phases of manic-depressive psychosis as deduced from the above 
listed graphic syndromes. 

As to the personality of the elated manic patient, one can say 
that the whole picture is dominated by exaggerated expansive ten- 
dencies. The intellectual functioning is controlled by the instinctive 
and the emotional tendencies and is, in a sense, carried away by 
them. The psycho-physical energy is considerably overstrained 
and wasted in a destructive rather than a constructive manner. 
There is no possibility that the genuine individual form can be 
produced as the introverted tendencies are suppressed and unde- 
veloped. Therefore this type of person is forming compensations 
which, of course, are inadequate. They use the conventional forms 
and feeling that they are inadequate attempt to exaggerate them. 
They present a picture of hyper-activity and restlessness and, as 
they are never actually satisfied, they seem to be driven on and on 
in the direction of extraversion to such an extent that complete 
loss of conscious control may result. 

The handwriting of the irritated manic patients has the strong 
expansive tendencies in common with those of the elated manic 
patients. The important difference is that instead of the exaggerated 
release we find stronger indications of tension in these writings. 
The size and speed are somewhat reduced and the momentum in- 
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creased. The characteristics of the irritated manic patients are that 
the strong expansive tendencies are frequently counteracted by 
strong inhibitory tendencies. The result is that there is not always 
a steady released expression, but that the psycho-physical expres- 
sion takes place under stronger pressure which makes it uneven 
and more emphasized. It was mentioned before that Heinen de- 
duced the characters of the elated manic and irritated manic writ- 
ings from the expressive pictures of anger and joy. Consequently, 
we may say that the writing picture of the elated manic patient 
is the exaggerated expression of joy, while the writing picture of 
the irritated manic patient is the exaggerated expression of anger, 
but that the intellectual structure of both types of patient is funda- 
mentally the same. 

In contrast to the manic types, the apathetic depressive patient 
is sO strongly controlled rationally that all instinctive and emotional 
tendencies are unduly repressed. These people are over-critical of 
themselves, and others without any fantasy life and almost without 
any other interest than themselves and their own troubles. They 
have anxieties, fears and depressions and avoid all manner of con- 
tact. Having isolated themselves, they are insecure in every respect 
and lead a very empty mechanical existence. In severe cases, the 
development toward restriction may go so far that the patient is 
unable to display any further activity and seems to be paralyzed 
in the psycho-physical functioning due to the abnormal repression 
of their instinctive emotional tendencies. 

The handwriting picture of the agitated depressive patient ap- 
parently has the closest relationship to that of the irritated manic 
patient. It was mentioned before that the excited depressive hand- 
writing is characterized by dyskinesis, i. ¢., strong motility without 
emphasis. The agitated depressive patients although emotionally 
inhibited, display a strong physical activity. There is a split be- 
tween their strong emotional inhibitions and their strong physical 
releases. Their introverted and extraverted tendencies have no 
meaningful emphasis and are merely empty functionings without 
direct connection to the personality. It seems that the patients 
cannot stand the strong depressive moods which they are subject 
to and, as a result, they desire to escape them. Their whole sub- 
stance is exhausted by these abnormally strong and contrasting 
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tendencies so that there is no possibility of finding their true per- 
sonality form. They are dependent in their thinking and have a 
way of expressing themselves in the simplest conventional forms. 
Even if they try to alter them, their attempts are not successful and 
they show no original productive abilities. They do not have any 
emotional contact with others and are not in a dynamic relationship 
with their environment. Having lost their sense of proportion, they 
are sensitive and irritable. The strong inhibitory tendencies and 
the basic depressive mood as well as the lack of emphasis in their 
expansive tendencies distinguish the excited depressive patients 
from the irritated manic patients. 

One may say, in summing up, that the different graphic con- 
stellations reflect the different phases of manic-depressive psy- 
chosis. 


CONCLUSIONS. 


With the help of the dynamic approach it was possible to dis- 
cover a fundamental, severe disturbance in the graphic dynamic re- 
lationship which all three types of psychotic handwritings have in 
common. This disturbance finds its individual modifications in the 
various graphic constellations of the different psychotic types. The 
particular advantage of this approach is that a common fundamental 
indicator was found which allows, nevertheless, the differentiation 
of the innumerable variations of form. In that way it was possible 
to establish, tentatively, the graphic syndromes for the schizo- 
phrenic, the paranoid and the manic depressive handwritings. This 
dynamic approach makes it possible in spite of the various shapings 
of handwriting pictures, to establish the fundamentally character- 
istic constellation in the psychotic graphic expression. This char- 
acteristic constellation one would expect to find in all expressive 
movements as they are in the different fields of art (poetry, music, 
drawing, painting) speech and the body movements themselves. It 
is hoped that in the future other studies of the psychotic personality 
will cover the fundamental relationship in the personal expres- 
sion.® 1° 


® Hans Prinzhorn: Bildnerei der Geisteskranken. Julius Springer, 1923. 

10 Paul Rosenzweig and David Shakow: Play Technique in Schizophrenic 
and Other Psychoses. Am. Journal Ortho-psychiatry vol. 7, No. 1, January 
1037. 
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Fic. 6.—Manic Depressive Psy is (Elated Manic Phas« Boy, 20 Years 
of Age. 


(Reproduction is 524% of original size 
Second page of a letter. (N, te the distribution and its waste of space. ) 
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As to the schizophrenic patients the «ynamic disturbance af- 
fects mainly the dimension of breadth, the emotional social rela- 
tionship. With patients of paranoid tendencies, the dimension of 
depth, the instinctive spiritual relationship, was mainly affected, and 
with manic-depressive patients, the dynamic relationship (between 
inner dynamics and external motility) is disturbed. The psycho- 
physical motility is either over or under emphasized which especially 
involves the dimension of height, the organization within the indi- 
vidual as to the balance between rational, emotional and instinctive 
forces (tension; dynamic and rational control). 

To avoid any misunderstanding I should like to state that this 
article was not written with the intent of showing that handwriting 
can serve as a means of diagnosis of a psychosis, but as a probe 
for the personality structure of the psychotic patient. Because of 
the difficulty in obtaining handwriting specimens of psychotic 
patients for this research work, the findings cannot be adequately 
checked. This article can only be considered as an attempt to show 
how handwriting can be used as a psycho-diagnostic instrument. 
What seems to be most important (a result which could be de- 
duced even though the material obtained from these patients before 
the onset of disease was limited) is that the psychotic personality 
structure, 1. e., the trends toward a psychotic development, can be 
discerned in the handwriting long before the onset of the disease, 
even in the writing of children and adolescents. 

This viewpoint might lead to the possibility of deducing per- 
sonality types from these three great forms of psychosis. The 
analysis of handwriting may be a new contribution to the much 
debated problem of the relationship between personality and dis- 
ease. 12, In addition, the handwriting analysis might serve as a 
basis for applying in certain cases of endangered structures prophy- 
lactic psycho-therapeutic treatment to avoid a psychotic develop- 
ment. 


11 Gotthard Cohen Booth: The Use of Graphology in Medicine. Journal of 
Nervous and Mental Disease, Vol. 86, No. 6, 1937. 

Gotthard Cohen Booth: Personality and Chronic Arthritis. Journal of 
Nervous and Mental Disease, Vol. 85, No. 6, 1937. 

12 Thea Stein Lewinson: Die Handschrift des Chronischen Arthritikers. 
Die Schrift, 3rd Jahrg. No. 3, 1937. 

13 Thea Stein Lewinson: “Handwriting in Chronic Arthritis.’””’ Rheuma- 
lism, Vol. I, No. 2, October, 1938. 
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SUM MARY. 


1. The handwriting of psychotic patients show definite charac- 
teristics. 

2. The basic disturbance in the psychotic handwriting is ex- 
pressed by the drastic disturbance in the dynamic relationship. 

3. The fundamental dynamic disturbance finds different modi- 
fications in the handwriting of the schizophrenic, the paranoid and 
the manic-depressive patients. 

4. These different modifications are characterized by an empha- 
sized disturbance in one of the graphic spheres: 

a. The dimension of breadth in schizophrenic writings. 

b. The dimension of depth in paranoid writings. 

c. The dynamic relationship implicating the dimension of height 

in manic-depressive condition writings. 


| 

y 

f 
é 
h 
a 
)- 
_| 
| 
rs. 
a- 


THE TREATMENT OF DELIRIUM TREMENS WITH 
INSULIN IN SUB-SHOCK DOSES.* 


By G. WILSE ROBINSON, JR., M.D., Kansas City, Mo. 


Delirium tremens has been defined as: “a form of acute insanity 
due to alcoholic poisoning, marked by sweating, tremor 
and hallucinations”’;! as “a violent delirium due to excessive 
indulgence in alcoholic liquors, etc., characterized by trembling 

etc.”;* as “hallucinatory delirium with marked general 
tremor and toxic symptoms (resulting from the direct action of 
alcohol)” ; * and “if to this we add the vivid hallucinations of sight, 
the restlessness, the strong tremors and the smell of alcohol, we 
have all the essential features of the clinical condition called de- 
lirium tremens.” 

These definitions, taken from a medical dictionary, a lay dic- 
tionary, a standard modern: textbook and the descriptive “bible” 
of psychiatry, illustrate conclusively the average conception of this 
condition. The treatment measures proposed are directed at the 
symptoms and the physiological and pathological conditions in the 
brain, supposedly the direct effect of alcohol. 

The concept that delirium tremens is a general disease causing 
secondary pathology in the cerebrum, and that if the general disease 
is corrected the cerebral pathology will clear up automatically, has 
not been given much consideration in this country, although it has 
been well considered abroad. It is the purpose of this paper to 
advance this concept, and to advance a method of therapy based 
on this concept which in our hands has been more effective than 
any other method or regimen proposed in American literature to 
date. 

The symptoms of alcoholism do not lend themselves to exact, 
simple classifications, and most of those that have been presented 
have been involved. The various manifestations cannot always be 
easily differentiated one from the other. Strecker and Ebaugh'‘ 
list eight different types of delirious, hallucinatory reactions (toxic 
psychoses) which may develop during prolonged abuse of alcohol. 


* From the Neurological Hospital, Kansas City, M: 
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Clinically it is difficult to draw a sharp line between acute intoxi- 
cation, chronic intoxication and the various delirious, hallucinatory 
reactions. In this paper I have chosen to divide the abnormal psy- 
chotic reactions into simple intoxication, acute alcoholic psychoses, 
and the chronic alcoholic psychoses. 

Every clinician is well aware that it is at times difficult to know 
when severe intoxication has become an acute psychosis. I have 
used the accepted criteria of this progression, the development of 
tremor and real hallucinations. It is likewise difficult to know at 
the time of first contact if the condition is acute or chronic. 

It is important, in order to evaluate medical work, to set up 
exact standards. Many reports have been made upon the several 
treatments of ‘alcoholic psychosis” without defining clearly the 
type under discussion. Brodsky * reported on the use of thiamine 
chloride in alcoholic psychoses. He noted improvement in all cases, 
and complete disappearance of all symptoms in weeks or months. 
It is apparent that he was discussing the chronic psychosis, as the 
acute delirium tremens cases usually clear in a few days “spon- 
taneously.” Strecker and Ebaugh ® state that these chronic condi- 
tions frequently clear up in six to twelve weeks. This comment 
was published before thiamine chloride was available. There is 
considerable doubt as to the value of this therapy as reported by 
Brodsky, in light of this comparison. 

Piker and Cohn ® were more definite in their classification, but 
if all their cases had classical delirium tremens their results are 
not too significant. They reported that their cases (average of 
300) cleared up under their method of treatment in 4.8 days, and 
that they had a mortality of 5.3 per cent. Yet Kraepelin* pointed 
out that “delirium tremens is a very short-lived disease, generally 
running its course in four to five days,” and that from 3 to 5 per 
cent of the patients succumb. Under unfavorable circumstances, 
even more may die. 

It should be understood that in this report all the cases to be 
discussed are classical delirium tremens. The standard for com- 
parison is Kraepelin, i. e., recovery from the delirium in from four 
to five days, and a mortality rate under favorable conditions of 
from 3 to 5 per cent. 

About two years ago we began to use insulin in the treatment 
of delirium tremens. Our technic is to give 20 units of insulin 


1 

a 

e 
iS 

1€ 

1e 

1g 

se 

as 

as | 
to 

ed 

an 

to 

ct, 

ed 

be 

ol. 


138 TREATMENT OF DELIRIUM TREMENS WITH INSULIN [July 


upon admission of the patient. During the next three hours the 
patient is urged to drink all the orange juice that he will take. The 
minimum requirement of orange juice to prevent reaction from 
the second dose seems to be at least 30 oz. (goo c.c.). The second 
injection of 20 units is given three hours after the first. Ordinarily, 
the first dose will have no effect other than to produce hunger and, 
from that, cooperation in the taking of fluids and nourishment, 
The mental symptoms are usually not improved until after the 
second injection of insulin. From one-half hour to an hour after 
the second dose, the patient begins to quiet down and soon falls 
asleep. Sleep may be fitful for a few hours, but three to five hours 
after the second dose, in the average case, the patient falls into 
a deep sleep, from which usually he awakens free of delirium. If 
after the second dose of insulin the patient does not quiet down 
and sleep, the third dose is given three hours later, and 500 c.c. of 
10 per cent glucose is given shortly thereafter. Following the sleep, 
a small dose of insulin is given shortly after the patient awakens, 
and thereafter no more insulin is used unless the psychosis returns 
or the patient is not completely clear. If further injection of insulin 
is thus indicated, at least four hours should elapse between awak- 
ening and the resumption of treatment, during which time carbo- 
hydrates are forced by every possible means. The routine of 
administering insulin is repeated at the end of this period, and 
the complete routine is repeated daily until the patient is com- 
pletely clear. 

Twenty-four patients have been treated by this routine. There 
were no deaths. Every patient in the series cleared up completely. 
The average length of time to relieve the delirium was 2.4 days. 
We used as our criterion for clearness the one used by Piker and 
Cohn as their criterion for readiness for discharge, namely: the 
delirium has ceased; the tremor is absent; the apprehensiveness 
has disappeared ; the appetite has returned; the general physical 
condition is such as to permit the patient to be ambulatory and 
he is able to obtain a good night’s sleep without any sedative drugs. 
This series included several cases with respiratory complications 
of a mild type, several cases of central nervous system syphilis, 
and two with arteriosclerosis. If we select those cases without any 
complications, we would have a series of 15 cases. These 15 cleared 
up in an average period of 1.5 days, or 36 hours after admission. 
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We wish to point out that these cases received no other treat- 
ment measures except that 13 were given what we considered to 
be an adequate amount of thiamine chloride, and 11 received none. 
There was no difference in the recovery time between the two series, 
although we realize that the two groups are too small to be con- 
clusive. Only five cases received intravenous glucose. This was 
given as 10 per cent for nutrition, and not for the purpose of 
reducing intracranial pressure. The very simplicity of the pro- 
cedure is decidedly in its favor. It can be carried out in any well- 
organized hospital, or even at home if trained nursing care is 
provided. Every effort is made to prevent insulin shock. Due to 
the serious physical condition of the patient, shock must be pre- 
vented by adequate carbohydrates. The above routine, if followed, 
will prevent shock except in exceptional conditions. 

Klemperer * was apparently the first to report the use of insulin 
in this condition. Since then Puyuelo* has made several reports, 
and Kerim Gokay,® Steck,’® Kral et al.’ and Staehelin?* have 
advocated this procedure. In many European clinics the insulin 
routine has replaced all other methods and eliminated the need of 
any other therapeutic procedures. 

Certainly this procedure is not logical if considered in light of 
the usual concepts of delirium tremens. The insulin cannot act 
in a helpful way directly on the cerebral pathology. Hypoglycemia 
probably would aggravate the delirium. The cellular pathology 
discussed later is not only found in “toxic” states, but is the same 
as is found in “anoxemic” states. If the amount of available 
glucose and free extracellular glucose is reduced, the pathology and 
the symptoms would be aggravated by increasing the anoxemic 
factor, i.¢., pseudo anoxia by reducing the glucose factor. We 
have seen this aggravation of symptoms clinically where sufficient 
carbohydrates had not been given to counteract the insulin. Sieg- 
mund and Flohr’*® in a series of experiments showed that 
insulin lowered the blood alcohol level more rapidly than occurred 
normally, but the effect was not consistent or predictable. There 
was no observable influence, in their opinion, upon intoxication. 
We might add that we found no marked influence on objective 
signs of intoxication, only on the symptoms of delirium tremens. 
The possibility that insulin may act through one of the above 
methods cannot as yet be excluded, but we have available a logical 
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explanation if we look outside of the nervous system for the pri- 
mary pathology. 

Cline and Coleman‘ review the subject of delirium tremens 
extensively. They present sufficient evidence to refute the tradj- 
tional conception of abstinence delirium completely. They mention 
a theory in vogue at the turn of the century. According to this 
theory, the delirium was caused by the action on the brain of a 
secondary or intermediate toxin. Bonhoeffer *° suggested the gas- 
trointestinal tract, Herz '® the kidneys, and Déllken ™* the central 
nervous system as possible origins of these toxins. Cline and Cole- 
man,'* however, come to the accepted conclusion that delirium 
tremens is a separate pathological entity based on observed autopsy 
findings in the brain and, since edema and congestion are almost 
constant findings, they advocate the therapeutic approach of cere- 
bral dehydration. Spina 
advocated by Holitscher,’* Steinebach,’® Hoppe,?° Strecker and 
Ebaugh,’ Goldsmith,?! Bogen,?? and others. Various combinations 
of dehydrative measures have been used by Cline and Coleman," 
Piker and Cohn ° and others. Piker,?* however, has recently shown 
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drainage has been the basis of treatments 


that oral fluid limitation does not affect the ultimate outcome of 
his cases, only the course, making it slightly less hectic. 

Freeman ** points out three types of pathological findings found 
in cases of acute or chronic alcoholism. In acute alcoholic poison- 
ing there is edema and passive congestion, while in chronic alco- 
holism various types of so-called “degenerative conditions,” non- 
specific in type, are found (cloudy swelling, pyknosis, vacuoliza- 
tion). Bielschowsky in Penfield ** emphasizes that this type of 
cell change has significance only as a criterion of the state of cell 
health, not as a determiner of the etiology. In delirium tremens 
a combination of the two is seen. The cerebral changes in Korsa- 
koff’s psychosis cannot be distinguished from those seen in delirium 
tremens, and the condition may be recognized only by associated 
lesions in the peripheral nerves. 

The third type of pathology is seen in alcoholic pseudo-paresis, 


I] 


11 
] 


and has a striking similarity to the findings in pellagra, fitting we 


into the description « 


f central neuritis (Meyer). These changes 
are the same as those that occur in the anterior horn cells in 
peripheral nerve disease. There is much evidence to show that this 
type of change, as it relates to and is found in alcoholism, results 
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from vitamin deficiency. It is not illogical to assume from the 
pathology that alcoholic pseudo-paresis (chronic alcoholic psy- 
chosis) may be a deficiency disease. However, in delirium tremens 
the changes are not retrograde in character and are non-specific, 
of the type seen in almost any condition, general or otherwise, 
whose central nervous system symptoms are usually not the most 
striking clinical feature, and which are not considered to be pri- 
marily deficiency diseases. Bielschowsky ** lists as conditions which 
may produce these changes: thermal influences, circulatory dis- 
orders, inanition, intoxication by metallic and organic poisons, and 
a whole series of infectious diseases. Considering delirium tremens 
from the standpoint of pathology, there is nothing to prove a 
specific deficiency. We are justified in concluding that delirium 
tremens is a reaction to a general disease, and that the pathology 
and symptoms result secondarily from a disturbance of function 
of a somatic organ or organs. There is much evidence which shows 
that the liver is the seat of the primary disorder. 

It has long been realized that liver pathology develops during 
the course of chronic or recurrent alcoholism in many individuals. 
The question of the relation of the alcoholic intake to the pathology, 
i. e., cirrhosis, has been the subject of much controversy. Connor *° 
summarized much known information and his own observations 
in a recent report. He divides cirrhosis into four types, indicting 
alcoholism only in the one type, fatty cirrhosis. He emphasizes 
that the development of the pathology is not dependent upon the 
alcoholic intake. The most important factor is the absence of an 
adequate carbohydrate diet with a resulting decrease of liver 
glycogen. This process is a progressive one, and for many years 
before clinical cirrhosis develops there is a gradual replacement 
of liver tissue with fibrous tissue. With each alcoholic excess and 
accompanying period of low carbohydrate intake, a fatty liver 
develops with some destruction of liver cells. During the periods 
of abstinence the liver tends to return to normal, but certain 
damaged areas are replaced with fibrous tissue. In those cases 
where there are no prolonged periods of abstinence the liver does 
not return to normal and fibrosis is constantly progressive. The 
end result is the same, but in the latter instance it develops more 
rapidly and there is constantly too much fat in the lobules. Connor 
recognizes three stages in the development of cirrhosis: the acute 
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fatty liver, the fatty liver with definite fibrosis and true fatty 
cirrhosis. He places the age of these three developments at 40-45, 
50-55, and 50-65, pointing out that there is some overlapping, 
These are pathological findings seen at autopsy. The age incidence 
is interesting. Connor states that these findings are not found in 
younger people, and gives as the reason that the younger men do 
not usually drink the quantities of alcohol necessary to produce 
these changes. This is hardly in keeping with my clinical observa- 
tions. Of 286 cases of alcoholism studied during the past five years, 
33 were between 20 and 30, and 95 were between 30 and 40. It 
would seem that there is another factor, and we can assume that 
it may take many years for liver changes to reach the point of 
clinical determination. Since these younger patients do not die of 
their alcoholism, these changes are not observed pathologically, 
or where observed are not advanced enough to be considered in 
their true light. The first type (acute fatty liver) is seen very 
frequently in city morgues in men picked up by the police, with 
severe acute intoxication with malnutrition. One naturally wonders 
about the livers of the countless excessive drinkers who do not die, 
and Connor points out that they go on into stage two. The pro- 
gression is gradual over a period of years, resulting from repeated 
excesses which produce recurrent “fatty livers.” These changes, 
both the acute and the chronic, certainly affect the function of the 
liver, and Puyuelo*® has pointed out that the detoxication and 
metabolic functions of the liver are severely affected. He pub- 
lished several papers in 1935 covering the subject of liver function, 
the effect of alcoholism and decreased carbohydrate intake on liver 
structure and function, and indicated how this disturbance leads 
to delirium tremens. He also discusses many isolated reports of 
findings in alcoholics and delirium tremens cases which provide 
clinical and pathological proof of this conception. Space does not 
permit me to discuss this mass of material in detail, and only the 
barest summary will be presented. The student is referred to his 
several publications. 

He points out that adequate glycogen content and proper glyco- 
genesis are vital for proper liver integrity, both structurally and 
functionally. When the glycogen content falls below normal levels, 
fat is deposited. This fat deposit, at first in droplets and then in 
degeneration, progresses because of the low glycogen content and 
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because of the disturbance of the functions of the liver from the 
loss of glycogen as a colloid protector. We have first the physical, 
chemical disintegration, and later the histological disintegration. 
(The progression to the acute fatty liver and the fatty liver with 
definite fibrosis mentioned by Connor.) The progression of this 
process gradually lowers the efficiency and resiliency of the liver 
by reducing the quantity of normal functionable liver tissue and 
liver tissue which can begin to re-function when glycogen is re- 
placed. Throughout the years we would expect the liver to become 
less effective in its work, and that evidences of liver dysfunction 
under certain circumstances would be more apparent. Delirium 
tremens, in our experience, has been primarily a condition of the 
middle years. The average age of our patients is 43.8 years. Only 
one case was under 30. We pointed out above that 11.5 per cent 
of all our alcoholics were under 20, and 33.2 per cent were between 
30 and 40. Our series of delirium tremens showed 4.5 per cent 
under 20, 8.2 per cent between 30 and 35, and 25.1 per cent between 
35 and 40. We consider this age incidence, while the series is small, 
to be very significant, as it rather closely parallels the age incidence 
when we might expect the liver of the average alcoholic to begin 
to break down. The less normal liver there is available the more 
susceptible the patient is, the less the “trauma” needs to be, and 
the quicker the symptoms would develop in any condition affecting 
the liver, such as an alcoholic episode. As liver function decreases 
during the alcoholic experience, the concentration of intermediate 
metabolites in the blood stream gradually is increased, until finally 
this concentration reaches a toxic level. In this form of liver in- 
sufficiency, Puyuelo* points out that we find elevation and pro- 
longation of the glycemic curve, galactose in the urine after experi- 
mental administration, increase in amino acids and polypeptids 
with decrease of urea in the blood, acidosis, opsiuria and increase 
of bilirubin in the blood. There is retention of pigments and toxins, 
increase of indican in the blood, and toxic changes in the blood 
picture with increase of sedimentation rate and bleeding time with 
fragile capillaries. He comments that much of this metabolic 
change may not be attributed to the liver cell itself, but to the cells 
of the reticulo-endothelial system. These alterations of the bio- 
chemistry may not be enough of themselves to produce delirium, 
but it is pointed out that Hauptmann,” and Stern and Lokin- 
10 
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THE MECHANISM 
ALCOHOL AFTER 
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TOXIC [REVERSAL OF | 
ENCEPHALOSIS| [CEREBRAL PATHOLOGY 


CONFUSIONAL | {PSYCHOSIS 
| PSYCHOSIS} | RELIEVED | 


This diagram of the mechanism is to show the various cycles that are 
involved in the process which leads to the mental symptoms. The left side 
shows the two major cycles which are interdependent. The one results 


directly from malnutrition, while the other results from liver dysfunction 
caused by both primary and secondary factors. On the right is shown the 
action of the insulin in correcting the conditions. The two major cycles are 
corrected by the primary and secondary action of the insulin, plus carbohydrate 
intake. The secondary cycles are corrected and the cerebral pathology is 


quickly reversed. 
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schina 2° have expressed the theory that in chronic alcoholism there 
js increased permeability of the membrane between blood and spinal 
fluid, thereby making it easier for the toxins to reach the cerebral 
tissue. 

Two recent studies indicate this disturbance of liver function. 
Thomas, Semrad and Schwab * reported that in 18 of 24 cases 
of delirium tremens the serum albumin was below the lower limit 
of the normal range, and that in 22 it was below this level on 
discharge, in spite of high caloric and high protein diets. They 
suggest that this is due to liver dysfunction. Brugsch *° found 
that chronic alcoholics may excrete through the kidneys an ab- 
normal amount of porphyrin. This is attributed to the damaging 
effects of alcohol on the reticulo-endothelial system, bone marrow 
and liver. 

Staub’s * conception of the “pacemaking” effect of carbohydrate 
metabolism has an important bearing on this whole process. Carbo- 
hydrate metabolism must be started back upon its normal way in 
order that these other abnormalities may correct themselves or 
be corrected. Insulin is the hormone most vital to proper carbo- 
hydrate metabolism, and is necessary for proper glycogenesis. 
Therefore, the injection of insulin with adequate carbohydrates is 
rational and, as clinical experience has shown, is effective. Two 
questions naturally arise. Why does not body insulin control this 
mechanism so that extra insulin is not needed, and why do most 
patients “spontaneously” recover in a few days, as a rule? The 
two questions and their answers are intimately related. It has 
been shown that without glycogen reserves in the body, and es- 
pecially in the liver, carbohydrate metabolism cannot function 
normally, and pancreatic insulin is not secreted in normal amounts. 
The normal cycle is broken and the whole mechanism is on a dead 
center. 

Chambers ** reviewed the whole subject of undernutrition and 
carbohydrate metabolism. The material must be summarized, as 
the entire subject is too complex for the purposes of this paper. 
It has been shown that with undernutrition there is disturbance 
of the carbohydrate metabolism-controlling mechanism. In the 
early stages of carbohydrate deprivation, this dysfunction seems 
to depend on the amount or lack of amount of carbohydrate avail- 
able to the cells. In the latter stages the endocrine control or 
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dyscontrol is the most important factor. Insulin or the lack of 
insulin is the most important primary endocrine factor in carbo. 
hydrate metabolism, thus assuming a vitally important place in oy; 
concept. Two experiments need to be mentioned because of their 
importance. Ellis ** notes that injected insulin quickly corrected 
the impaired tolerance produced by a ketogenic diet. Wierzy. 
chowski ** showed that dogs that had fasted ten days excreted 45 
per cent of injected glucose during the first five hours, but that 
after the addition of insulin only 25 per cent of the glucose was 
excreted during the same length of time, showing a better utiliza- 
tion. Chambers comments that these and other observations seem 
to fit the theory that the endocrine function of the pancreas be- 
comes suppressed by a lack of carbohydrates. Every clinician who 
has had any experience with alcoholics recognizes the fact that 
these individuals at times appear to be eating enough calories, byt 
that their diets are very high in proteins and fats (meats) and 
very low in carbohydrates (starches and sweets). There is evidence 
to show that high protein-low carbohydrate diets have a greater 
disturbing effect upon carbohydrate metabolism and, therefore, 
organism metabolism than complete fasting. The student is referred 
to Chambers’ comprehensive review for the details of these 
mechanisms. This material would seem to show definitely that an 
outside agent, catalyst-like in its effect, should be used in order 
to re-correct quickly the carbohydrate metabolism cycle. Insulin 
injected in the absence of body insulin provides this “catalyst” 
and re-establishes the cycle. Glycogen is formed and deposited in 
the tissues, especially in the liver, thus revitalizing the liver func- 
tion with the re-establishment of normal general metabolism of all 
factors. 

The “spontaneous” recoveries are simply a slower application 
of the same mechanism. Under treatment carbohydrates are fed 
to the patients. Certait 


1 small amounts of body insulin are, of 
course, available, and glycogen is slowly rebuilt so that after a 


period of days glycogen reserves have been replaced to the point 
of effectiveness, and carbohydrate metabolism has reached a point 
where the whole metabolism of the organism, and especially of the 
liver, reverses itself towards normal with a reduction of concen- 
tration of circulating toxic metabolites. “Spontaneous” recovery 
then results from a slower progression of the same mechanism, 
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which is hurried along by the injection of insulin with a high 
carbohydrate intake. 

There are, of course, many blank spots in these concepts as to 
their clinical application which I am confident will be filled in by 
experimentation and clinical observation. The effectiveness of 
insulin is shown in Table I. 


rABLE I 
Average 
time to 
Method. recover. Mortality 

Kraepelin# Supportive diet, Hy- 

drotherapy and pa- 

raldehyde ......... 4-5 days 3-5% 
Dehydration and spi- 

nal puncture ...... 7.6°-10.8% 
Hoppe prevailing ° 

Goldsmith 22 .......... Dehydration and spi- 

nal puncture ...... =? 10% 
Cline and Coleman 14..Dehydration and spi- 

nal puncture ...... 3.82% 
Piker and Cohn ®...... Dehydration, and spi- 

nal puncture and 

Bowman, Wortis and 

Diet and support..... 4.8% 

Insulin and glucose... 2.5 
Insulin and glucose... 1.4*-2.4 days 


* Uncomplicated cases. 
> Figures not given or not specific. 
¢ Series too small to be conclusive. 


4 Results with treatment measures in use before spinal drainage and dehydration were 
adopted. 


*Goldsmith had 20 out of 96 cases leave the hospital in 14 days or less and g in 14 
to 21 days. 


It is difficult to understand why mortality reports of 10 to 20 
years ago are so much higher than Kraepelin’s. Perhaps these 
patients were under “unfavorable circumstances,” in that this was 
the period of the active use of morphine and barbitals, both drugs 
being respiratory depressants and by depressing cough reflex and 
scope of inhalation they reduce the effectiveness of natural physical 
force, active in the prevention of the spread of infective agents in 
the lungs, thereby increasing the incidence of pneumonia. 
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The questions which at this time surround the vitamins and 
delirium tremens cannot as yet be answered. There is no doubt 
that deficiency of vitamins exists in every case of alcoholic mal- 
nutrition, and that various degenerative conditions have been 
proved to be due to these vitamin deficiencies, especially the various 
components of B. But we pointed out above that the cerebral] 
changes in delirium tremens are not specific as to etiology. These 
changes may progress to the retrograde type, but the latter are 
probably due entirely to axone disease. There is at the present 
time no evidence to show that vitamin deficiency alone can or will 
cause the pathology found in delirium tremens. Brodsky,® Klos- 
ter,2> Wexberg and Romano have reported beneficial effects 
of thiamine chloride and high vitamin diets in cases of delirium 
tremens. Cline and Coleman,’ Piker and Cohn® and Bowman, 
Wortis and Keiser ** have stressed nutrition and high vitamin 
intake in their various eombined treatments. These reports are 
either general in character or preliminary reports, and have not 
been statistically analyzed, as have the other measures. This factor 
cannot be ignored. We give routinely an adequate amount of 
thiamine chloride and a high vitamin diet, but as reported above 
this has had no apparent effect on our statistics. 

The various influences of vitamin B factors on the general 
organism have not been investigated. The possibility that vitamin 
B exerts a considerable influence on the general processes discussed 
in this paper must be considered. Rhoads and Miller *° have shown 
that when dogs have been kept for a time on a diet deficient in 
vitamin B,, there is a marked lowering of the ability of the liver 
to excrete bilirubin injected intravenously. Restoration of the full 
diet restores this function. There are other experiments of a similar 
nature which will some day determine the place of these factors 
in the total physiology. Chambers ** points out several observa- 
tions and experiments which show that the various foods which 
are high in vitamin B complex are very beneficial in speeding up 
the re-establishment of carbohydrate metabolism. Dry yeast or 
powdered yeast extract, rich in vitamin B complex and wheat 
embryo, were very effective, while it was found that diastase and 
histamine were also effective in this respect. Until more clinical 
statistics have been published, and more experimental work done, 
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a true evaluation of vitamin B and its relation to delirium tremens 
cannot be determined. 


SuM MARY. 


Insulin with carbohydrates seems at this time to be the only 
method of treating delirium tremens which has improved upon the 
statistical results reported by Kraepelin, who used diet, support 
and paraldehyde for rest. 

Insulin is effective because it rapidly re-establishes normal carbo- 
hydrate metabolism. It likewise quickly replaces deficient glycogen 
reserves in the liver. These two factors, which are part of the 
same process, re-vitalize the liver and re-establish normal protein 
and fat metabolism. During the period of deficient carbohydrate 
metabolism and deficient liver function, toxic intermediate products 
of abnormal protein and fat metabolism have become so concen- 
trated that they have produced the pathology and symptoms of 
delirium tremens. Re-establishment of the liver function advances 
the progress of metabolism, and these products are carried forward 
to their ultimate normal, less noxious end products. This reduces 
toxic concentrations, removes the “irritative” factor, the cerebral 
pathology reverses itself by natural processes, and the delirium is 
quickly relieved. 

Insulin therapy is rapid, effective and simple to administer. The 
series presented by Steck and by me had a combined time for com- 
plete clearing of the delirium of 2.5 days. 
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A STUDY OF INSIGHT OF PSYCHIATRIC PATIENTS 
By CARROLL W. OSGOOD, M. D., Wauwatosa, WIs. 


Insight in a broad sense may be taken to mean one’s under- 
standing of himself. 

That supposedly well people vary in the quality and degree of 
their self-evaluation is obvious, both with respect to their influence 
upon others and as to the attitude of others toward them. What 
we call “tact” is based upon insight into the manner in which we 
react upon others. Hypersensitiveness may depend on a misinter- 
pretation of what others think of or feel toward us. A reasonable 
degree of insight is essential for one to get along with his fellows 
efficiently and comfortably. The legal test of sanity is that one 
know right from wrong and be aware of the nature and quality 
of his acts. The importance of insight is attested in the apothegm: 
“Know thyself.” 

Watson? in an essay, On the Role of Insight in the Study of 
Mankind, points out the impossibility of anyone attaining complete 
objectivity in his thinking and reasoning and warns of the unavoid- 
able personal bias which colors even the most “‘scientific” studies, 
There can be no absolute standard by which one may judge his 
own thoughts, feelings and actions. Practically the attitude of 
society, i. e., people in general or in the community must serve as 
such a standard. 

Every psychiatric examination includes observations upon insight, 
and textbooks of psychiatry all discuss this at least briefly, although 
I have found few papers dealing with the subject. Henderson and 
Gillespie ? define insight as “the amount of realization the patient 
has of his own condition” 


1 


ind amplify this by asking “. . . . does 
he realize that he is mentally ill, that he is in need of treatment 
in a mental hospital? Does he acknowledge that | 

been due to his disordered imagination 


ideas have 


This paper is concerned with a study of psychiatric patients only. 


A series of 100 consecutive discharge from a sanitarium service 


* Read at the ninety-fifth annual meeting of The Ameri 
Association, Chicago, Ill., May 8-12, 1939. 
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has been analyzed with respect to the quality and degree of insight 
of the patients. Such an analysis must be influenced to some degree 
by the judgment of the individual observer, and in particular the 
grading as to degree of insight must be rather arbitrary. Never- 
theless, I have attempted to classify the patients roughly as having 
“no insight,” “slight,” “fair,” or “good insight.” Those who did 
not admit illness are considered to have had no insight. Those 
who acknowledged illness but did not recognize the nature of such 
illness are classed as having had slight insight. Those who realized 
that they were “nervously or mentally ill” and in need of treatment 
but who failed to recognize that some of their ideas were due to 


TABLE I. 


D1aGNostTic CLASSIFICATION OF THE PATIENTS STUDIED. 


Involutional melancholia 3 


misinterpretations of their environment are considered to have had 
fair insight; while, in those with more complete understanding, 
insight is considered to have been good. 

The 100 patients were first grouped according to usual descrip- 
tive diagnoses. (Table J.) 

Table II shows the degree of insight on admission according to 
diagnoses. Of the depressed patients 60 per cent had fair or good 
insight on admission while of those with other psychoses 23 per 
cent had such insight. Of the five patients with schizophrenia 
included in the psychoses other than depressions two had no insight ; 
one, slight ; and two, fair. All of those with psychoneuroses had 
fair insight or better. 

Patients were then classified rather arbitrarily according to their 
condition on discharge as “unimproved,” “improved,” “much im- 
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proved” or “recovered.” Those considered “much improved” or 
“recovered” had lost most of theit presenting symptoms and were 
able to go home with little or no supervision. Even those discharged 
as “unimproved” or “improved” in most instances were well enough 


to go home under more strict supervision. Of the total 63 in the 


rABLE II, 


INSIGHT ON ADMISSION ACCORDING TO DIAGNOSIS 


Total. 

No. | | No. | | No. | Pet | No. | No, | Per 

ent ent 1 cent. 

Depressions........:.. 17 | 28 | | 23 | | 22-1 38 60 | 100 
Other psychoses....... 16 | 62 4 | 15 4 | 15 8 26 | 100 
Psychoneuroses. 7 | 54 6 | 46 13 | 100 

Psychopathic 
personality.......... I I 
Total all cases. ... aa. | ae | Ir | 25 | 25 | 31 31 | 100 | 100 
TABLE III 
INSIGHT OF PATIENTS MucH IMPROVED OR RECOVERED. 
On admission. On discharge. 

No Per cent N Per cent. 

17 40 1 (Case 2) 3 

4 1 (Case 3) 3 

Sea eee 3 8 2 (Case 4) 5 

(Case 5) 
13 35 Ro 


latter group only 11 were transferred to other institutions. In- 
cluded with the discharges were three deaths 

In the group of patients “much improved” or “recovered” a 
comparison was made of insight on admission with that on dis- 
charge. Of 37 patients 17 or 46 per cent had no insight on admis- 
sion, while on discharge only one was considered to be entirely 
lacking in insight, and all but four had good insight. (Table III.) 

Table IV shows the degree of improvement in relation to insight 
on admission. Of those with good insight 42 per cent recovered 
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or were much improved. Of those with no insight 52 per cent 
showed similar improvement, so that lack of insight is evidently 
no deterrent to recovery. It is interesting to note that those patients 
with partial insight showed a poorer recovery rate than either those 


TABLE IV. 


INSIGHT ON ADMISSION IN RELATION TO RECOVERY. 


Unimproved or Much improved 
improved. or recovered. 
Insight on - A 
admission. No. Per cent. No. Per cent. Total. 
64 4 36 II 
Fair eT 22 88 3 I2 25 
18 58 13 42 31 
TABLE V. 
INSIGHT IN RELATION TO PSYCHOPATHOLOGY. 
Insight on admission. 
Psychopathology. None. | Slight. | Fair. | Good. 
2 r Per | Per | Per| w Per 
& | No. | cent.| NO- | cent | cent.| N cent 
Underactivity................ 85 | 23 | 27| 9 | 11 | 22 | 26 | 31 | 36 
7] 3|43| 1] 14] O|] 3] 43 
Conduct disorders............| 47 | 2 51 6 | 13 | 14] 30 zi 6 
..| 26] 6] 23] 3]12] 6] 23] 11 | 42 
76 | 18 | 24| 8] 10{ 19 | 25 | 31 | 4! 
4 I | 25 I | 25 2/50 
| 5 3|60| 0} O| 2/40) o| o 
Retarded speech............. 33 | 16 | 49 4 | 12 | 6 | 18 
Increased speech............. 14] 36 ci 2|14| 6] 43 
Irrelevance...... 7| 6 | 86 1/14} 0} O| O|} Oo 
Poor comprehension.......... 3 3 O} O 
41 | 22| 54| 9| 22|10| o| Oo 
13 | 10 | 77 15 o 
Disorientation............... 9 | 9 |100 o re) re) 
Memory impairment.........| 9 | 8 | 89 I | 11 o| Oo 


with no insight or those with good insight. Terry and Rennie* 
found in a study of 77 patients with “parergasia” that the “mere 
presence of insight’ did not appear to be helpful in bringing about 
recovery. 

In Table V the correlation of insight with various psychopatho- 
logical symptoms is shown. As might be anticipated from the 
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definition of the term no patient showed “good” insight who had 
disorientation, poor comprehension, irrelevance, memory impair- 
ment, hallucinations or delusions. Of those with conduct disorders 
51 per cent showed “no insight” while only 6 per cent had “good” 
insight. 49 per cent of those with retarded thought processes had 
“no insight” but 18 per cent showed “good” insight. Of five patients 
with apathetic mood, three showed “no insight” and none “good” 
insight. Elated, overactive patients are generally considered to 
show less insight than depressed, underactive patients, but this 
was not apparent in the small group included in this series. 

The foregoing data indicate that most psychiatric patients recover 
with good understanding of their illnesses. It is doubtful that one 
should be classed as recovered who does not develop insight, and 
yet there is an occasional person who seems to have lost all other 
psychopathological manifestations but yet does not recognize that 
he has been through an illness. Such was the one in our series who 
developed no insight (Case II). Somewhat more frequently 
patients become symptom-free in the main without full insight. 


An example of excellent insight is the following case. 


y 


Case I.—Q., a married social service worker aged 58, had an attack of 
depression while in college from which he recovered, and a second attack in 
the forties with good recovery. He was always tense, anxious, fearful, ill-at- 
ease, but energetic and conscientious. After some economic reverses and 
worry over a son who had been ill, he began to slow up and to fear the loss 
of his position. He gave serious consideration to suicide but finally con- 
sulted a physician. Becaus« es he was sent to a state hospital which 
he feared greatly. There he gradually got acquainted with physicians and 
nurses, and worked and read. He recovered in eight months. After recovery 
he talked of the measures in | half as having been the proper ones. He 
said that he had been ill and not thinking properly. After his discharge 
he returned to the hospital and enjoyed his visit. Upon reading Beer’s 


nan¢ 


A Mind That Found Itself he felt an urge to a similar mission. Six years 
after recovery he says that he had never really been well until recovery from 
this breakdown. He works daily, is happy and has excellent insight into 
his illness. He says, however, that when he was ill he did not understand 
it very well but was inordinately miserable. (Reported to me by Dr. Lloyd 
H. Ziegler.) 


In contrast to this case are four cases, from the series of 100 here 
reported, who showed much improvement or recovery without full 
insight. 
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Case II.—Depression: Recovery With No Insight.—R. K., a 47-year-old 
unmarried teacher, had been over-conscientious, scrupulous, subject to ex- 
tremes of mood. She had had narrow interests and had been inclined to feel 
that luck was against her, but was well-liked and had “loads of friends.” 
Twenty years before she had been depressed and had recovered without 
insight. Without evident cause she became despondent again four months 
before admission, and was brought to the sanitarium after suicidal threats. 
On admission spontaneous, purposeful activity was reduced, but she was 
tense and agitated, pacing and wringing her hands. She followed nurses and 
doctors about, pleading to go home. Sometimes she refused food. She was 
depressed, worried and suspicious and thought she had committed an “‘unpar- 
donable sin” and had ruined herself and her family. She thought she would 
never see her family and that she would never leave the sanitarium. She 
insisted that her family and the doctors did not really believe that she was 
sick. Her thought processes, memory and orientation were not abnormal. 
Because of agitation, noisy protestations, poor cooperation and refusal to eat 
she was transferred from an intermediate cottage to the hospital division. 
Her agitation and conduct disorder gradually subsided and she became less 
depressed and more interested in activities. She was returned to the cottage 
and a short time later transferred to a larger, open building where she ad- 
justed herself without supervision. While toward the last she accepted the 
advice of family and doctors to remain at the sanitarium, she never admitted 
that she had been sick, and continued to feel that it had been a mistake for 
her to be hospitalized. On discharge, after six months in the sanitarium, 
she had no definite psychopathological findings aside from her lack of insight; 
and she has since been able to resume teaching. In the nine months since 
her discharge we have heard from her at intervals. On one occasion she 
said that she was just beginning to appreciate all that the sanitarium had 
done for her, but on later calls she was excited, over-talkative and hyper- 
critical, apparently in a hypomanic phase. 


Case III.—Organic Reaction Type: Much Improved, With Slight Insight. 
—Mrs. C. C. R., a widowed, retired housewife of 76, had been a capable, 
public spirited, sociable person. For nine months prior to admission there 
had been periods during which she had become disoriented, irritable, threat- 
ening and difficult to manage. 

On admission she was restless and resistive, irritable and exacting. She 
slept poorly but refused medicine. Her talk was rambling. She thought her 
room was changed frequently, that her bed was in a stairway near an eleva- 
tor, and that there was immoral conduct in the cottage at night. Disorienta- 
tion was evident in all spheres, and memory was poor for recent events when 
it could be tested. She showed no insight. 

During 10 months at the sanitarium she showed gradual improvement. 
The restlessness and conduct disorder subsided, thinking became coherent, 
delusions disappeared and she became well oriented. There remained a little 
irritability and resentfulness of interference, along with slight memory defect 
as shown by repetitiousness. She did not recall her gross conduct disorders 
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and, while she realized that she must have been sick, did not feel that she had 
ever needed sanitarium care. Upon her insistence she was transferred from 
the sanitarium to an apartment of her own with a nurse companion. A 
recent report six months later is that she is still in her apartment but that 
she is more confused and irritable and may soon have to return to the 
sanitarium. 


CASE IV.—Depression : With Schizoid Features; Much Improved With 
Fair Insight—P. C. N., a married sales manager of 43, had been well-liked 
but had not made friends easily. He had been reasonably successful, over- 
conscientious. At 17 he had had a psychotic episode diagnosed as dementia 
precox. For two years before admission he had worried over finances but 
had continued to work efficiently. Finally he became more restless and 
worried, developed ideas of self blame and made half-hearted suicidal at- 
tempts. On admission he was underactive, avoided social contacts and slept 
poorly. He was depressed and fearful, speech was retarded. He believed 
falsely that he had an infectious venereal disease. Considerable fluctuation in 
symptoms occurred but improvement followed treatment with metrazol and 
he returned home after nine months at the sanitarium although he was still 
a little retarded and stilted. While he recognized the nature of his illness 
and his need for treatment he retained some doubt as to the falsity of his 
delusions. Nine months after discharge he is home and working part time 
but still not sure that he may not have an infectious disease. 


CasE V.—Depression: Much Improved With Fair Insight—Mrs. C. L, 


a 58-year-old married housewife with an anxious, fearful, hypochondriacal 
personality make-up had had a mild depression 11 years previously. Fol- 


lowing an operation a year before admission she became “nervous” and was 
at another sanitarium 14 weeks. On her return home she became more 
agitated, complained of pain in her abdomen, back and feet and was so 


depressed that she contemplated suicide. On admission she showed reduced 


activity and was critical, querulous, dissatisfied, depressed and suspicious. 
She had ideas of being laughed at and treated badly, misinterpreted various 


) 
1 1 


things in her environment and had many hypochondriacal complaints. While 
she realized that she was nervously sick, she had no insight into her delusions. 
Her symptoms gradually abated over a period of 10 months but she never 
entirely recognized the falsity of some of her delusional ideas. 


The next two cases are additional examples of recovery with 
incomplete insight which were not included in the series here 
reported. 


Case VI.—Depression: Recovery With Fair Insight—Mrs. D. V. W., 
a married housewife aged 60, had had periods of insomnia all her life and 
periods of moderate depression. For 10 months before admission she had been 
worried, depressed and indecisive, had found it an effort to do things and had 
slept poorly. On admission she wept loudly. She was depressed, indecisive 
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and worried. Her thought processes were clear and she had no delusions. 
Somatic complaints became distorted into real delusions, accompanied by 
conduct disorders. She thought she was filling up with gas, and could not 
swallow or talk or walk. She had to be assisted in walking, and tube fed 
for a long period. After 11 months in the sanitarium she recovered but never 
fully understood the functional character of her somatic symptoms and re- 
mained rather resentful regarding tube feeding and other treatment. She felt 
that a hostile attitude had been shown toward her in the sanitarium. 


Case VII.—Mania: Recovery With Slight Insight—E. H., a married 
physician of 45, had had no previous attacks. Following the subsidence of an 
infection in a finger he became hypomanic. On admission he was hyperactive 
and talkative and refused to stay in bed. He was flighty, distractible and 
boastful and expressed some persecutory ideas. His symptoms rapidly sub- 
sided and after six weeks he was discharged as recovered but he continued 
to show mild resentment for his confinement in the sanitarium and to attrib- 
ute all of his symptoms to an overdose of drugs. A month after discharge 
he referred in a letter to “luminal and paraldehyde poisoning unintentionally 
carried to the place where I went into a stupor.” Six months later another 
letter expressed much the same belief. 


SUMMARY. 


1. The insight of 100 patients discharged from a private sani- 
tarium has been studied. 

2. Among those diagnosed as depressions there was a greater 
proportion of patients who showed good insight on admission than 
among those with other psychoses. Psychoneurotics all showed fair 
to good insight. 

3. All but one of the patients discharged as “much improved” 
or “recovered” showed some insight and most of this group showed 
good insight. 

4. Absence of insight on admission did not impair the prognosis 
for recovery, but patients with partial insight showed a poorer 
recovery rate than either those with no insight or those with good 
insight. 

5. Lack of insight was frequently associated with such mani- 
festations as disorientation, poor comprehension, irrelevance, 
memory impairment, hallucinations, delusions, conduct disorders 
and retardation. 
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DISCUSSION. 


Dr. Eart D. Bonn ( Philadelphia, Pa.) Dr. Osgood has done well to 
call our attention to a psychiatric term which is used often and defined very 
little. Of course, “insight,” in the abstract, must be the vaguest possible thing, 
as the modern conception of the working of the human mind is that no one 
knows exactly why one thinks what he thinks and does what he does. But 
for the psychiatrist, “insight” comes down to the very practical question, 
“Does this patient know that he is mentally sick?” And his knowledge of 
mental sickness must be understood to be the same knowledge that his family 
has or that the man on the street has. Nothing more in the way of deep 
psychological insight can possibly be demanded of the patient 


The patients who show the best kind of the common run of insight are 
the recoveries from insulin shock therapy, and it is a question as to whether 
some of these recovered patients do not come close to this deep psychological 
insight. 


Just one other comment. Social service workers, from their experience in 
dealing with the neuroses, or the neurotic manifestations in their clients, 
are rather apt to demand insight as a preparation for treatment, and to 
refuse to take into an out-patient clinic, for instance, a patient who shows 
no insight and no desire for treatment. Dr. Osgood’s paper shows, of course, 
as has always been known, that with the psychotic patients, plenty of them 
refuse treatment, protest against every step of the treatment which is brought 
to them, and then make splendid recoveries 


Dr. SHELTON G. SILVERI ; (Gulfport, Mis Whether we can ever 
arrive at any close estimate of insight is debatabl \s Dr. Bond has men- 
tioned, there is the initial difficulty in differentiating between what Dr. 
Arthur P. Noyes in his book on Clinical Psychiatry terms “verbal insight,” 
and “physiological insight.” Insight is, and must be, dependent not only 
upon the original mentality and ability to think and reason, and not only 
upon the store of acquired knowledge and the degree to which the individual 
has been accustomed in his daily life to utilize such knowledge to com- 


pare and to analyze, but also upon the important factor of the degree of 
regression or deterioration—the degree of impairment of the facultative proc- 
esses. Given two individuals with the same degree of regression, the one 
highly educated and with some knowledge of psychiatric problems similar to 


his own, the other illiterate, and without any idea of the meaning of such 
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terms as “delusion” or “hallucination” it would appear that the former indi- 
yidual would possess the higher degree of insight—and even though this be 
what we term “verbal insight,” yet may not “verbal insight” be predicated 
upon the possession of some degree of physiological insight? These conclu- 
sions, however, do not necessarily follow. They are arrived at by pure logic— 
a method condemned by our friends of the laboratories as being “as dead as 
philosophy,” as “arrived at without controls,” and indeed we cannot say that 
the illiterate individual may not retain the higher degree of insight. 

Dr. Osgood’s method of rating insight by an arbitrary standard offers a 
required scientific approach to the problem with some semblance of controls. 
I must take issue with his assumption that those not admitting illness be 
considered to have no insight although of course as the doctor has stated 
these were purely arbitrary classifications. It seems likely that arnong those 
patients classified as seclusive, suspicious, mute, there may be a higher degree 
of insight than among more communicative patients. Certainly when we 
describe a patient as evasive we infer a degree of insight which attempts 
to conceal an abnormality. I assure this audience that should I become hallu- 
cinated, luetic or an addict I shall deny all facts in connection with such a 
condition even though I be placed in an institution. I may mention a “ner- 
yous breakdown,” or refer to persecution, but I shall have a perfect insight 
even though my insight rating would be zero in the present scale. 

All this, however, is irrelevant. Dr. Osgood has offered a method of classi- 
fication of insight, imperfect as yet, as are many of our methods, and sub- 
ject to change. When his original hundred classified cases shall become 
thousands of cases we shall perhaps have some insight as to insight and 
possibly even as to the relation of insight to prognosis. 


Dr. W. B. Citing, Jr. (Wingdale, N. Y.).—The subject of insight has 
been of particular interest to me because of the fact that it has caused us a 
great deal of uncertainty and difficulty in deciding as to the degree of recov- 
ery of insulin treated patients. We have found that the degree of insight a 
patient possesses is often very difficult to determine. For instance, some- 
times a patient, as Dr. Silverburg mentioned, may possess insight yet deny 
that he has been mentally sick. That is, he doesn’t want to admit it even to 
himself, though he knows in his own mind that he was sick but won’t admit 
it to anyone else. 

I question Dr. Osgood’s use of the term “insight.” I think it is difficult for 
me to visualize a patient as recovered who has poor insight. I think a patient 
cannot really be considered to be recovered unless he does have insight. 

Then another question as to the quality of insight. Some persons consider 
that a patient has poor insight if he is unable to discuss his illness in, say, 
psychoanalytical terms, and in this case often insight means only the ability 
on the part of the patient to use a lot of fancy terms in describing his feel- 
ings, and so on. As an example of insight, I might mention the case of a 
patient who developed a degree of insight so complete and so deep that he 
committed suicide because of what he had found in examining himself. 
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Dr. Oscoop.—I realize that insight is something rather abstract and some- 
thing that is difficult to classify and measure, and that there might be objec- 
tions to the classification that has been attempted. 

In our group of 100 cases, I don’t recall that there were any mute or 
uncommunicative patients such as have been mentioned ; that is, they were all 
able to express themselves to some extent, and I didn’t expect them to discuss 
their illness in any particular terms, but merely to recognize that there had 
been some disorder which required treatment. 

I agree with Dr. Cline that probably a patient should not be considered 
as recovered who does not develop insight, but yet, as I pointed out, we occa- 
sionally do have a patient who seems to be well in practically every other 
respect, and still does not have a very good understanding that he has been 
sick. 
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THE EFFECT OF 10 MG. OF BENZEDRINE SULFATE 
ON THE OTIS TEST SCORES OF 
COLLEGE STUDENTS.* 


By J. E. BARMACK, Pu. D., New York, N. Y. 


Considerable experimental interest has recently been manifested 
in the psychological effects of benzedrine sulfate.f Among the 
various studies which have been reported there are at present two 
in which the effects of benzedrine on an intelligence test score 
have been investigated.*:* In each of these, the inference is per- 
mitted that the effect of benzedrine on intelligence test performance 
is favorable. In both studies certain deficiencies in procedure 
appear to be sufficiently serious to question the validity of this 
inference. 

In the Sargant and Blackburn study,’ 67 psychiatric patients 
were given abbreviated forms of the Cattell intelligence tests. 
Twenty-four hours later they were retested with other forms of 
the same test. The rotation of the two forms of the test used 
minimized the role of any difference in difficulty between them. 
At the second session 26 subjects were given 20 mg. of benzedrine 
go minutes before the examination, and 22 subjects were given 
the same dosage 120 minutes before the examination. Nineteen 
subjects acted as a control group, and were given blank pills prior 
to the retest. Sargant and Blackburn report an average rise of 
8.7 per cent in score for both experimental groups upon retesting, 
but no rise in retest score for the control group. In view of the 
literature on the subject, it appears most unusual that no practice 
effect should be manifest in a group retaking an intelligence test 
within a 24-hour period. The validity of the claim that the 8.7 
per cent rise in score is due to the administration of 20 mg. of 


* From the department of psychology, College of the City of New York. 

+ For reviews of the literature, see Reifenstein, E. C. and Davidoff, E., 
“The Psychological effects of benzedrine sulfate,’ Amer. J. Psychol., 1939, 
§2: 56-64, and, Shock, N. W., “Some Psychophysiological Relations,” Psychol. 
Bull., 1936, 36: 462-464. 


1€- 
-C- 
or 
all 
18S } 
ad 
ed 
ler 
en | 


164 EFFECT OF BENZEDRINE ON TEST SCORES [July 


benzedrine rests on the assumption that no practice effect occurred 
in the experimental groups as well. This is a questionable assump- 
tion. 

In the study by Molitch and Eccles,? 93 male juvenile delip- 
quents between the ages of 11 and 17 were the subjects. They 
were given a battery of tests which included, among others, the 
Kent E. G. Y. test, the Morgan intelligence test, and the Kuhlman- 
Anderson intelligence test. Forty days later they were retested 
gO minutes after the administration of 10 mg. of benzedrine or a 
placebo. The boys were again retested 4o days later, after 20 mg. 
of benzedrine or two placebos were ingested. Finally, 38 boys 
were retested after being given 30 mg. of benzedrine or three 
placebos. The test scores of the control and experimental groups 
improved with each retest. The data are presented in terms of 
percentage deviation of the retest scores from the median of the 
initial test scores. No measures of variability are provided. The 
investigators claim that the children tested after taking benzedrine 
exhibit a greater improvement than those taking placebo. This 
statement is not true in all inst 


s. lor example, the per cent 
gain in score on the Kent E. ( 


Y. test after 30 mg. of benzedrine 
is 11.0, and for the control group, 12.0. The per cent gain in score 
on the Kuhlman-Anderson test after 30 mg. of benzedrine is 12.0, 
and for the control group, 13.0. Whether the greater improvement 
in total percentage change on all tests of the experimental group 
over the control group 1s due to the benzedrine or to other dif- 
ferences between the two be d 


roups is not to be determined. 


The experimental procedures adopted by Sargant and Blackburn 
and by Molitch and Eccles may be acceptable where large differ- 
ences of the variable being studied exist between the experimental 


7 


and control groups. The weakness of these control methods, how- 
ever, becomes particularly obvious where such di 
meet the usual statistical criteria of reliability. 
The purpose of the present investigation was to find the effect 
of 10 mg. of benzedrine sulfate on the Otis test scores of subjects 


fferences do not 


available to us, college students, using a rotation method of control. 


SUBJECTS AND PROCEDURE. 


Forty-two male students of the College of the City of New 
York volunteered to act as subjects. They were divided into two 
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main groups. One of these was given 10 mg. of benzedrine sulfate 
the first session, and placebo at the second session one week later. 
The order was reversed for the other group. The subjects were 
not informed of the nature of the pills. Each of the two main 
groups was further subdivided into two smaller groups. Form A, 
of the Otis self-administering tests of mental ability (higher form) 
was given to one of these groups the first session, and Form B 
was given at the second session. To the other of the two groups, 
Form B was given ‘he first session, and Form A the second session. 
The pills were administered 90 minutes before testing. By the 
foregoing procedure the effects of suggestion, practice and possible 
inequality of the two forms of the Otis were among the, variables 
minimized. A thirty-minute time limit was used. Many subjects 
completed their examinations in less than the allowed time. 


RESULTS. 


The average Otis test score under the influence of benzedrine 
was 65.8 (out of a possible 75) with a S. D. of 6.1. Under the 
influence of placebo the same individuals scored 67.4, with a S. D. 
of 5.6. It is clear that under the conditions of the present experi- 
ment the 10 mg. of benzedrine did not favorably affect the ability 
of the subject to score on this examination. 

By rearranging the data according to the first and second ses- 
sions, the effect of practice could be determined. The average test 
score for the first session is 65.1, with a S. D. of 6.5. The average 
test score for the second session is 68.0, with a S. D. of 4.9. The 
critical ratio of the difference between the two means is 9.0. Thus 
a small but statistically significant increase in score due to practice 
may be noted even at the very high scoring level of this particular 
group of subjects. 


DISCUSSION. 


The negative results reported in this experiment are, of course, 
restricted to the conditions of the present investigation. It would 
be of interest to vary the dosage, and work with other categories 
of subjects and other kinds of mental tests. On theoretical grounds, 
it would be desirable to work with short tests, or if a battery of 
tests is used, to arrange them so as to minimize the development 
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of monotony or fatigue. In two previous studies * * it has been 
demonstrated that benzedrine allays the development of an up- 
favorable attitude to repetitive work. Interest and attention are 
apt to flag with a long test, or an unbroken battery of tests, par- 
ticularly if they are repeated. Under such circumstances, any gain 
in test score resulting from the benzedrine may merely reflect a 
more favorable attitude to the test situation, rather than an increase 
in the power or ability to cope with an intelligence test. These 
are problems which may be solved by further experimental effort. 


SUMMARY AND CONCLUSIONS. 


Forty-two male college students were divided into two groups. 
One group was given 10 mg. of benzedrine sulfate, and the other 
a placebo at the first session. They were then given a form of the 
Otis self-administering tests of mental ability (higher form). One 
week later, the groups were rotated and tested with an alternate 
form. Under the conditions of the experiment, we found that: 

1. The 10 mg. of benzedrine were without a favorable effect 
on the Otis test score. 

2. A small but statistically significant practice effect was noted 
upon retesting. 
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PROGNOSTIC CRITERIA IN DEMENTIA 
PARALYTICA.* 


By MAURICE H. GREENHILL, M.D., 
AND 
MORRIS YORSHIS, M.D., 
The Psychiatric Service, Worcester State Hospital. 


The variability of response of patients with dementia paralytica 
to modern methods of treatment is well known. The fact that 
statistical studies of the results of such treatment show that only 
one-third to one-half of these patients undergo any type of remis- 
sion remains as much as ever an enigma. Interest, however, has 
been centered chiefly upon results rather than upon this specific 
problem. The literature contains numerous references to results 
of fever therapy, but studies upon prognosis itself are strikingly 
infrequent. The problem of prognosis has been handled almost 
completely as a statistical afterthought in the reports of results of 
therapy. In these studies such factors as the age of the patient, 
the duration of the symptoms, previous treatment, and psycho- 
pathological features have been offered as prognostic criteria ; but 
it is common experience that the prognosis of general paresis still 
remains uncertain and often a matter of the therapist’s intuition. 
It is evident that in no single study has the individual case been 
examined for factors related to outcome, although such an approach 
has been suggested.’® 7” It has, therefore, been the plan of this 
study to investigate intensively 100 cases of dementia paralytica 
for the purpose of determining all available prognostic criteria and 
the relative importance of each, to devise, if possible, a working 
plan to formulate a prognosis, and to inquire into the problem of 
poor response to therapy. 


METHOD. 


One hundred cases of dementia paralytica were utilized in this 
study. These patients were admitted to the Worcester State Hos- 


* Read at the ninety-fifth annual meeting of The American Psychiatric As- 
sociation, Chicago, Illinois, May 8-12, 1939. 
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pital between 1925-1938, and all were treated. On the basis of the 
type of treatment received the cases fell into four groups: malaria, 
standard diathermy, modified diathermy and tryparsamide treated, 
Of the malaria treated, all were inoculated with tertian malaria: 
all received no fewer than 10 and no more than 15 paroxysms, A 
small proportion of these cases were treated at the Boston Psycho- 
pathic Hospital and later committed to Worcester. In the standard 
diathermy treatment the patients were subjected either to a course 
of five periods with the temperature at 106° F. for six hours with 
30 hours in all, or to a course of seven periods with the maintenance 
ofa temperature of 1of I, for tour hours 1n a total of 28 hours 
of pyreto-therapy. The modified diathermy technique was used at 
the inception of the use of induced fever as a therapeutic measure 
in paresis and consisted of administering to the patient 10 sessions 


of fever in which the temperature was elevated to 1o4° F. and 


immediately decreased, so that a period of three hours elapsed 
during which the patient experienced a gradual rise and fall of 
fever. The fourth group comprised tryparsamide treatment alone 
The malaria and both types of diathermy treatment were followed 
by chemo-therapy consisting of tryparsamide and bismuth. 


With the exception of the standard diathermy treatment at least 
three years have elapsed since the treatment was instituted, while 
in the standard diathermy group one year has passed since fever 
therapy was given. [Every case has been followed to bring the 
findings to date. 

A thorough study of the individual case was carried out. His- 
tories were taken from relatives and friends, former employers and 
physicians, school and court records, and where warranted from 
patients themselves. In the majority of cases with remissions 
several interviews were held for psychiatric evaluation. The psy- 
chopathology of the paretic state before and after therapy was 
studied. Date of onset of paretic symptoms was checked as 
thoroughly as possible. Spontaneous remissive tendencies prior to 


therapy were noted. Careful neurological examinations were done. 
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RESULTs. 


The results of all types of treatment were classified in the 
following way : 


Group I.—Those patients who achieved complete recovery following ther- 
apy, were left without residual defects, and who returned to a social and 
industrial adjustment identical to their prepsychotic level. 

Group II.—Those patients who were discharged from the hospital with- 
out any type of supervision, who were able to make an adjustment not quite 
equal to their preparetic one, and who displayed such residual defects as 
mild neurological dysfunction and impaired judgment. 

Group I1I.—Those patients who were discharged from the hospital under 
some type of supervision. 


TABLE I. 
TREATMENT AND RESULTS, 

Result. Malaria. Stand. D. Mod. D. Tryp. Total. 
No No % No No No 
Group I 6 23.0 5 16.6 5 13.5 |1 14.2 17 17 
Group II 2 6.6] 3 8.0] 1 14.2 7 ? 
Group III 4 15.3 2 6.6 4 10.8 | 0 oO 9 9 
Group IV..| 4 15.3 7 23.3 9 24.3 | 20 20 
Group V 8 | 30.7] 13 | 43-3] 9| 24.3|3] 42.8] 33 
Group VI..| 4 15.3 I ra fF 18.9 | 2 28.5 14 14 
Total 26 | 100 30 | 100 37 | 100 7 | 100 100 | 100 


Group 1V.—Those patients who showed improvement under therapy but 
who were enabled to make only a hospital adjustment. 

Group V.—Deteriorated patients in whom the paretic process was arrested 
without improvement or who showed progressive deterioration despite 
therapy. 


Group VI.—Patients who died after failure to respond to therapy of 
causes related to their dementia paralytica. 

The results of treatment are shown in Table I. 

This shows that the best response to therapy as related to 
complete recovery was elicited in the malaria group. Standard 
diathermy, tryparsamide and modified diathermy followed in re- 
covery response in that order. 

In this series those patients who fell into groups I, II, III, 
namely the discharged groups, were scored as remission, whereas 
those patients still hospitalized or dead were labeled non-remission. 
Table II shows results according to this classification. 
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Here it is seen that the response to therapy in terms of remission 
occurred in the following order: malaria, modified diathermy, 
standard diathermy, and tryparsamide, with a total remission rate 
of 33 per cent. This compares favorably with the results from 
some clinics. 


PROGNOSTIC CRITERIA. 


Study of the individual and the total group indicated that the 
following prognostic criteria were of value: Age of the patient 
when therapy was instituted, duration of the paretic process, pre- 
vious anti-luetic therapy, degree of neurological dysfunction, pres- 
ence or absence of epileptiform seizures, type of psychopathology 
exhibited, extent of deterioration, the degree of adjustment of the 


TABLE II. 
TREATMENT AND PERCENTILE REMISSION RATE. 


Result. Treatment. 
| Malaria. Stand. D. Mod. D. Tryp. Total Rx. 
Remission.......| 38.3 29.8 29.3 28.4 | 33.0 
Non remission. . . 61.7 70.2 67.7 


71.6 | 67.0 


preparetic personality, and the tendency toward spontaneous remis- 
sion. Physique was not studied and age of the syphilitic process 
in distinction to that of the paretic process was considered too 
unreliable to include. Weight of the patient was found to be of 
value prognostically following therapy but was unreliable prior to 
it and was therefore not included. Spinal fluid findings were found 
to be of little value in prognosis before treatment. Graph I shows 
the relationship of the remission rate to the prognostic criteria. 

It is seen that age of the patient makes relatively little difference 
in the prognosis. Previous studies have pointed toward best results 
in the third decade, but in our series the sixth decade offers as good 
an opportunity for remission. 

In this study the duration of paresis before therapy seems to be 
of importance if it is under one and one-half years, although not 
of pronounced significance. It is interesting to note that of eight 
patients who exhibited paretic symptoms for four years or more, 
62 per cent had remission. 
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Patients who had some type of previous therapy showed better 
results. Criterion for adequate treatment was taken as at least two 
years of therapy with discharge by the treating physician. 

" Relative to the degree of neurological dysfunction, the following 
criteria are used: mild dysfunction, consisting of anisicoria and 


m Remission 
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hyperactive reflexes; moderate dysfunction, including Argyl- 
Robertson pupils, dysarthria and hyperactive deep reflexes; and 
marked changes, comprising Argyl-Robertson pupils, dysarthria, 
circumoral tremor, optic atrophy, absent deep reflexes, pronounced 
tabes dorsalis, masticatory automatism and ideational apraxia. It 
is seen that a good prognosis is directly related to mildness of 
neurological dysfunction. 
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In 1913, Paine ** noted; “It may be said that if a patient with 
general paralysis in its early stage has a paralytic seizure, the 
chances are very small that this patient will have a remission.” No 
further mention of this observation is made in the literature of the 
ensuing years. This study tends to corroborate the observation 
that once a paretic has a convulsion, his chances for recovery are 
diminished. 

There appeared also to be a definite correlation between the 
extent of deterioration prior to fever therapy and the prognosis, 
As an index of deterioration, findings in the sensorium were used. 
Those patients who showed impairment in judgment and insight 
were classified as having mild defects in sensorium; those who 
exhibited mild disorientation, slight and inconstant disturbance in 
remote and recent memory, retentiveness, judgment and insight 
were labeled moderate; and those who displayed disorientation, 
pronounced memory defects, poor powers of retention, and defects 
in calculation, general fund of information, insight and judgment 
were placed in the group of marked defects in sensorium. It is 
observed that the less the deterioration, the better the prognosis. 

A difference of opinion regarding the relationship of the clinical 
type of dementia paralytica to the prognosis exists among investi- 
gators. Reker ® notes that the best results of pyreto-therapy were 
obtained in the depressed, euphoric, slightly demented and expan- 
sive groups. Mathews, Bookhammer, and Izlar *° found that the 
manic, grandiose, and simple personality change types had the best 
prognosis. Hutchings *® gives the following statistics: confused 
type—82 per cent discharged, depressed type—67 per cent dis- 
charged, schizoid type—32 per cent discharged, and demented 
type—z2o per cent discharged, with the majority of deaths in the 
last group. Fifty per cent of the acute types, including depressed 
and expansive patients, underwent remission, while 69 per cent of 
the demented groups were improved, but showed no remissions in 
Graham’s study.' Parnitzke’s * series showed that the best results 
were obtained in the depressed and expansive, while the poorest 
results were noted in the manic, agitated, demented and delirious 
types. These investigators seem to agree that the depressed and 
grandiose type have the best prognosis while the demented fourm 
the poorest. Divergence of opinion is noted on the other types. 
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In this study an exact and detailed classification of the clinical 
forms was attempted. A group which has not hitherto been clearly 
appreciated and which comprises 12 per cent of the cases in this 
study is the delirious type. This form includes those patients who 
showed mild disorientation and memory defects with fleeting epi- 
sodes of confusion, in some instances accompanied by transient 
grandiosity, depression or apathy. All of these patients underwent 
remission. Other types in this classification include the apathetic, 
comprising those patients who show apathy alone, the agitated, 
the depressed, the grandiose, with persistent grandiose delusions 
and euphoria, the schizophreniform, consisting of patients with 
hallucinations, grandiosity or some dementia in which “a schizo- 
phrenia-like mood disturbance predominates, the paranoid and the 
demented. The best prognosis was found in the delirious, apathetic 
and agitated types. The majority of the patients in the grandiose 
group remained hospitalized. The patients who fell in the schizo- 
phreniform and demented groups had an extremely poor prognosis. 

Much of the difference in the various studies in the literature 
regarding prognosis and clinical type may arise from the lack of 
recognition of a delirious group. Grandiosity appears to be no 
index to a good prognosis. Many of the cases labeled grandiose, 
exalted or euphoric by other investigators and given a good prog- 
nosis, undoubtedly would have fallen in this study into the delirious 
group, where transient grandiosity may occur. 

And lastly, it is noted that of seven patients who showed spon- 
taneous remissive tendencies in the hospital prior to therapy, all 
showed improvement after treatment. 


PREPARETIC HIstTory. 


The second part of the study deals with the relationship of the 
personality to the paretic process. The idea that such a relation- 
ship exists has occurred to other investigators. In particular, 
Kraepelin 77 and Vurpos and Carman? intimated that the per- 
sonality of the patient was related to the prognosis, but did not 
pursue the idea. We had noted for some time in certain instances 
an obvious association between personality assets and the patients’ 
response to therapy, and the observation therefore seemed worthy 
of a more intensive investigation. A study of the preparetic history 
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of each patient and its relation to the paretic process in form and 
result of treatment was undertaken. The life history of the patient 
was studied from the criteria of the degree of adjustment of the 
personality. In this the following factors were taken into con- 
sideration: family history, mental endowment, educational level, 
work adjustment, economic status, psychosexual adjustment, alco- 
holism, court record and personality traits. The record of mental 
endowment was found to be reliable in only a few cases. There 
was no possibility of checking the validity of the report of economic 
status. In order to avoid subjective interpretation of so variable 
a state as adjustment, only the grossest characteristics were used. 


TABLE III. 
PREPARETIC ADJUSTMENT RATING 
Nork Sex > 
Pat Educ. — Al Court Rating Result. 
M. C. — t 3 Group IV 
2: — | Low grade I Group V 
A. E... te Low grade } | | 4 Group V 
R. F....| — | Common t t 2 Group V 
F.G....| — | High t t 2 Group V 
C. M.. | = Common 3 Group VI 
P. K....| — | Common 2 Group IV 
F. K....| — | High O Group II 


| 


The level of work adjustment was simply divided into the categories 
of good and poor; a good work adjustment being defined as one 
in which the patient maintained steady employment with reliable 
work record during the course of his industrial history, whereas 
a poor work adjustment was taken as one in which the patient 
exhibited frequent job shifting, irresponsibility, long periods of 
unemployment and poor work record. The degree of psychosexual 
adjustment was likewise rated as good and poor. A good adjust- 
ment was one in which the patient was able to make a satisfactory 
marital arrangement with no evidence of polygamy, whereas the 
poor adjustment was defined as one in which promiscuity occurred, 
resort was made to prostitutes or prostitution, more than one di- 
vorce was encountered, or complete abstinence was experienced. 
Personality disturbances were scored as positive where there oc- 
curred frank neurosis, drug addiction, such psychopathy as steal- 
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ing and such persistently poor behavior as marked irritability or 
schizothymic features. 

Table III is a sample of the preparetic adjustment rating as 
applied to our group of cases. For statistical purposes each of the 
criteria was scored as one, so that a patient who displayed a poor 
work adjustment, a poor psychosexual adjustment and a court 
record would be labeled as three in the scale of adjustment in the 


PREPARETIC RATING AND RESULTS 


60 
Remission 
Non-remission | rating 2-4 rating 
rating 
0 
oO 
2 5r 
ec 
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s | | 3 
=a Fn Ferre FV 
GrapH II. 


preparetic personality. It is obvious, therefore, that a patient with 
a zero rating possessed a good preparetic adjustment, one with a 
one rating showed a fair adjustment, while one with a three or 
four rating exhibited a poor adjustment. 

Rating the patients in this way showed that the degree of adjust- 
ment in the preparetic personality is definitely related to the prog- 
nosis. 

In plotting the rating against results it is noted (Graph II) that 
all of the patients with an excellent preparetic adjustment as exem- 
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plified by a zero score underwent remission, no matter what type 
of therapy was given. Of those with a one rating or fair degree 
of adjustment, the majority were able to leave the hospital. How- 
ever, those patients with a poor preparetic adjustment had a poor 
prognosis. Of 63 patients in this group only three underwent 


remission. 
TABLE IV. 
PREPARETIC RATING AND TOTAL RESULTS 
. G G ip sroup Group Group Gro 
I2 5 I Oo O ra) 18 
4 2 6 5 2 oO 19 
3 and 4 I O I 3 22 6 23 
Total 17 7 9 20 33 14 100 
TABLE V 
ToTAL RESULTS AND PREPARETIC RATING 
Result. Prep. 0 Prep. 1 I a ~- Total 
Group il...... 5 2 7 
Group iil...... I 6 I 9 
Group iV...... O 5 [2 3 20 
Group V....... O 2 9 22 33 
Group VI O 6 14 
Petal... . 18 19 20 22 100 


It is seen (Table IV) that of 18 patients with a zero rating all 
had remission and 12 of the 18 recovered. Patients with a two 
rating had a tendency to fall into the hospital adjusted group, and 
those with a three or four score into the deteriorated division. 

Table V shows that of the seventeen recovered patients, 16 had 
good preparetic personalities and 12 zero ratings. One finds, there- 
fore, that the degree of adjustment of the personality prior to the 


onset of paresis is of considerable significance in the prognosis. 
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ye RELATIONSHIP OF PREPARETIC ADJUSTMENT TO OTHER 
xe PROGNOSTIC CRITERIA. 
“a It appears furthermore that some correlation exists between the 
| 
ad degree of preparetic adjustment and the other prognostic criteria. 
- Graph III demonstrates this point. The prognostic criteria are 
plotted against preparetic rating, where the black columns denote 
O-! PREPARETIC RATING AND OTHER PROGNOSTIC CRITERIA 
Duration of paresis Neurologi Defects in 
Age before thera cal d fseizu Clinical Type —ISensoriom 
90 
| 
80 
70 
fe] 
oO 
50 
3 
40 
D 
o 
=30 
a 
| 20 
10 
) 
0 
4 2522 28 2222 
two 
GrapH III. 
biel zero-one rating, the white two-four rating. With regard to age 
oun it has been noted that the remission rate was better in the third and 
oe sixth decades than in fourth and fifth, and incidentally it is seen 
seals | that the proportion of well adjusted personalities is higher in the 


same decades. In the duration of paresis before therapy it is 
recalled that of those patients ill under one and one half years, the 
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prognosis was better the shorter the duration. Here one finds a 
different configuration, and it is noted that of those patients jj] 
one and one half years, 60 per cent had a zero to one rating, while 
it is recalled that only 22 per cent in the same group underwent 
remission. This tends to show that patients with a good preparetic 
adjustment have a poorer chance for remission if more than a year 
elapses between onset of paretic symptoms and treatment. How. 
ever, over one and one half years, the time factor seems to be of 
less importance and it appears that well adjusted personalities 
predominantly survive so long without therapy. For example, it 
was pointed out that of all the patients ill four years or more, 62 
per cent have remissions. Here one finds that the same 62 per cent 
had well-adjusted personalities before the onset of their psychosis, 

As regards neurological dysfunction, epileptiform attacks and 
defects in sensorium, it was found that there was a correlation 
between the degree of maladjustment of the personality and the 
tendency towards severity of symptoms. There also seems to be a 
relationship between the preparetic personality and the clinical type 
of paresis. In the delirious, apathetic and agitated groups, which, 
as we have seen, have an excellent prognosis, a high percentage of 
patients have a good preparetic history. On the other hand, in the 
schizophreniform, paranoid and demented types, a large proportion 
of patients showed pronounced evidence of maladjustment prior 
to their psychosis. 

From this chart one can conclude that there is a direct correla- 
tion between the degree of maladjustment in the preparetic per- 
sonality and the severity of the symptoms. 


PROGNOSTIC FORMULATION. 


It has generally been agreed that means of estimating the prog- 
nosis in dementia paralytica have been far from satisfactory. 
Emphasis has been placed on such isolated findings as age of the 
patient, previous treatment, duration of the paretic process and 
psychopathological findings. It would seem that a consideration of 
the total individual in terms of all the prognostic criteria and their 
relative importance might make for a more exact prognosis. 

In relative importance the degree of adjustment achieved by 
the preparetic personality has been found to be of most consistent 
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significance. The extent of neurological dysfunction, the stage of 
deterioration and the clinical type also weigh heavily in the prog- 
nosis. The duration of the psychosis, the history of previous 
therapy and the occurrence of seizures are of less assistance, while 
the age of the patient and the history of spontaneous remission, 
although of use, are the least positive aids. Using these nine cri- 
teria with their relative values it has been possible with some ac- 
curacy to formulate the prognosis. 

The tables on pages 180-182 are summaries of three cases show- 
ing how the prognosis was evaluated.* 

This plan was followed in the last 50 cases in the series as the 
patients were admitted to the hospital and such an evaluation was 
recorded in their case histories before treatment with good correla- 
tion between the prognosis made and the results of treatment. 


CoM MENT. 


This study has attempted to determine accurate indices in the 
evaluation of the prognosis of dementia paralytica. In doing so, it 
has reviewed several prognostic criteria heretofore reported in the 
literature, but in addition postulates as an important new index, 
previously suggested but never investigated, the prepsychotic per- 
sonality of the paretic. This study has shown that the personality 
well-integrated before the onset of paresis deteriorates more slowly, 
has milder neurological defects, has less profound psychopatho- 
logical states, has a tendency toward spontaneous remission, and 
on the whole has a better prognosis. The reverse is true of the 
poorly adjusted personality. 

Why the well-integrated individual should have a greater re- 
sistance to the progress of paresis and a better response to therapy, 
cannot be answered with finality. In the last analysis it may be 
that the same anatomical and physiological factors which make a 


* At the foot of each table there are graphically represented the nine 
prognostic criteria, age of the patient (Age), duration of the paretic process 
(Dur.), previous therapy (Rx), defects in sensorium (Sens.), psychopathol- 
ogy (Psy.), neurological dysfunction (Neur.), epileptiform seizures (Epil.), 
preparetic history rating (Prep.H.) and spontaneous remission (Rem.). In 
the last column the result of therapy is noted. This scheme is of aid in 
visualizing the criteria in each case and in formulating the prognosis. 


y 
a 
ill 
le 
nt 
ic 
ar | 
OT 
es 
it | 
| 
nt 
is, | 
nd | 
on 
he 
a 
pe | 
ch, | 
of 
he | 
on 
ior 
la- 


180 PROGNOSTIC CRITERIA IN 


TABLE 


Pt. W. G. Male. Age 


PREPARETIC HISTORY. 

No history mental disease in family 
Steady middle class environment. 
Patient quiet, sensitive, had good 
judgment, steady worker, owned 
successful business 20 years and 
saved considerable money. Married 
childhood sweetheart, divorced after 
13 years. No sexual indulgence. No 
history of lesion. Treatment for lues 
for 1% years began 5 years ago 


THERAPY. 
Diathermy 5 X in 30 hours 
Tryparsamide and bismuth 


This patient made an excellent prepareti 


judgment, was a successful business 1 
His preparetic adjustment rating was 
assets, namely his age, the six month 
defects in sensorium, the agitated clini 
indicated that he should recover l 
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> 


PARETIC HIsTorRY. 


Had been failing in business for 2 
years, for 6 months acted strangely, 
for 1 month confused, maniacal and 
euphoric. Mental status—confu- 
sion, agitation, incoherent, ev- 
phoric, delusions of grandeur, slight 
disorientation. Px-AR pupils dys- 
arthria, diminished deep reflexes, 

Spinal fluid 
55555210000 


Bl. and S. P. 


prot. 57, Curve 


COURSE AND RESULTs. 
Aug. 1937. Diathermy 
Nov 1937 Quiet ind coope rative still 
elated and grandiose. 
Dec. 1937. On visit markedly im- 
proved. 
Dex 19396. Recovered, no defects. 


Age. | Dur. Rx. Sen Psy Neur Epil Prep. H Rem Result. 
53 | 6 mos. inad. | mild | agit mod oO O oO Group | 
| 


adjustment. He had good 
nan, had a stable psychosexual life. 


zero. These and other prognostic 
- 11 1 
duration of illness, the mildness of 
ical type and the absence of seizures 
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TABLE VII. 


Pt. Male. Age: 37. 


PREPARETIC HISTORY. 


Family low economic status. Maternal 
grandaunt and sister psychotic, 
brother neurotic. 5 grades common 
school. Laborer. Many jobs but 
steadily employed, spent immensely 
saved nothing. Sexually promis- 
cuous, impotent 9 years., never 
married. Sensitive, easily hurt, sub- 
missive. Pronounced alcoholic, 
Chancre 1919, adequate Rx. 


THERAPY. 
Diathermy 6 X—26 hours. 
Tryparsamide and bismuth. 


Age.| Dur. Rx. Sens. Psy. Neur. Epil. |Prep. H.; Rem. 


Admitted May, 1937. 


PARETIC HIsTORY. 

For 1 year lost weight, unemployed, 
dull, steadily alcoholic, became pre- 
occupied and dull with definite 
memory impairment. Mental status 
—poorcomprehension, preoccupied, 
restless, untidy, marked defects in 
sensorium, Px-AR pupils, dysar- 
thria, tremors, absent KJ and AJ. 

Spinal fluid—prot. 69, Curve 
55555533210. 

+. 


BI. and S. 


COURSE AND RESULTS. 


Dec. 1937. Dilapidated, marked de- 
fects in sensorium. 
June 1938. Untidy, irrelevant. 


| June 1939. Deteriorated, marked de- 


fects in sensorium. 


| Result. 


37 | 1 yr. | ad. | mark. | dem. | mark. O 3 


oO | Group VI 


This patient on the other hand was extremely maladjusted. There was a 
family history of mental disturbance, a poor work adjustment,. sexual pro- 
miscuity was pronounced, personality assets were lacking and alcoholism 
was marked. With a preparetic rating of three, non-remission was to be 
expected. In addition there were marked defects in neurological function 
and in sensorium and the demented clinical type. Deterioration was there- 
fore to be expected, and actually this happened. 
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Pt. L. L. Male. Age: 56 


PREPARETIC HISTORY 
Conscientious, steady middle class | Or 
family, completed common school 
Excellent worker, longest job 12 
years. Anxiety neurosis at 24, occa 
sional neurotic symptoms. Success 
ful marriage, very devoted to wife 
Chancre at 26, adequate treatment 


Bl 
THERAPY. 
Diathermy 5 X—30 hours Ja 


Tryparsamide and bismuth 
M 


Age. Dur. Rx. Sens Psy 


56 | 3 mos. | adeq. | mild | depress. | 1 


The third patient had a preparetic ratings 


lent worker and made a good psychosexu 
an anxiety neurosis. One would expect thi 


VV} 
When one 


sixth decade age group, short duration « 


greater than for non-remissi 


ous therapy, mild defects in sensorium, 
before therapy against the liabilities of 
history of epileptiform seizures, it is to | 


occur but not a good one. The patient was discharged under 
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PARETIC History. 


set of symptoms 3 months pre. 
viously with depression, defects in 
memory, and convulsions. Occurred 
shortly after death of wife. Mental 
status-depressed, retarded, mood 
unstable, mild disorientation, mild 
memory defects. Px-AR pupils, 
tremor, Romberg, absent reflexes 

yinal fluid prot 45, Curve 
4444432100 

and S. F. 


COURSE AND RESULTS 
n. 1938. Slight improvement be- 
fore diathermy 
ar. 1938. Improved. Development 
of optic atrophy. Disap. 
pearance of depression, 
improvement in_ sensor- 
1um 
1939. Released under super- 
vision after several trial 
visits. Shows some mood 
instab lity, defectsin judg- 
ment, and tabes 


Neur Epil : Rem Result 
nark I Group Ill 
Although he was an excel- 
ial adjustment, he had experienced 
it his chances for discharge were 


weighs the assets of a one rating, 
f symptoms, occurrence of previ- 
and the presence of improvement 
marked neurological defects and 
e expected that a remission should 


supervision. 
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man more or less well-integrated may operate to make him more 
or less resistant to the progress of syphilitic meningoencephalitis 
and more or less responsive to the therapy against it. In the absence 
of evidence for such factors in available psychiatric and neuro- 
logical knowledge this hypothesis cannot be carried further. A 
second theory may be culled from the observation commonly used 
in the prognosis of certain other psychiatric disorders, most prom- 
inently the neuroses, that an individual's positive qualities will be 
for him a foundation upon which to restore a socially useful 
organism. Ina similar way, it could be inferred from this study 
that the patient with a good preparetic adjustment has more to 
begin with in the way of psychological and physiological assets and 
therefore more to return to after arrest of the paretic process. 

Certainly there is evidence from this work to show that the indi- 
vidual’s ability to meet exigencies, whether social or neurological, 
is of considerable importance. In dementia paralytica the patient 
who is unable to adjust to his environment prior to the onset of 
clinical signs seems also to have difficulty in adjusting to his disease. 
This is at least a correlation, and in addition to the facts already 
presented, it must be noted that in several of our cases the acute 
phase of the disease was precipitated by a disturbing environmental 
event, such as the death of a husband or wife, divorce or loss of 
employment. It has been seen also that patients who make a good 
hospital adjustment often undergo an exacerbation of acute symp- 
toms when again restored to society. 

The present study would indicate that in the prognosis of the 
psychoses, a consideration of the total individual may be as im- 
portant in one of the so called “organic reaction types” such as 
dementia paralytica as in the affective and schizophrenic disorders. 
It is felt that an investigation of the personality and environmental 
factors plus those of a neurological and clinical psychiatric nature 
may make for a closer evaluation of prognosis and aid in the choice 
of therapy. In the consideration of the results of therapy for de- 
mentia paralytica, it would appear to be pertinent to note the selec- 
tion of cases according to their personality assets. The marked dif- 
ference between clinics in the results of treatment, although cer- 
tainly influenced by the individual method of therapy, may be 
partially explained by the proportion of cases which present well 


y 
e- 

in 

al 

} 
Id 
ls, 

nt | 
ip- 

iT - 

ial 
od 

1g- 

II] 

el 

ed 
ere 

ng, 

ent 

and 

uld 


184 PROGNOSTIC CRITERIA IN DEMENTIA PARALYTICA [ July 


adjusted preparetic personalities. For example, in this series of 
cases the result of treatment was best with the use of malaria, and 
yet the largest proportion of well-adjusted personalities fell into 
the malaria treated group. 

This study has also shown that the patients who were well-inte- 
grated prior to the onset of dementia paralytica underwent remis- 
sion with whatever type of therapy they had. It would, therefore, 
seem conservative to administer to this group the simplest and 
safest antiparetic treatment. One can treat the poorly adjusted in- 
dividuals more radically. 

The findings in this series would corroborate Schmittermayer’s 
observation that patients who die after pyretotherapy do not live 
longer than untreated patients. 

Finally, the answer to the question why only one-third to one- 
half of the patients adequately treated with various forms of mod- 
ern therapy undergo remission may be suggested. It seems that 
if an individual is poorly adjusted before he suffers dementia para- 
lytica he does not undergo remission no matter what type of treat- 
ment he is given, whereas it appears to make little difference what 
treatment a well-adjusted individual receives because he appears 
in any case to be capable of sufficient improvement to be restored 
to society. The two-thirds of the treated patients who remain 
hospitalized do not in the beginning have a capacity to adjust and 
in their disease process adjust no better no matter what therapy 
they are given. 


SUM MARY. 


1. One hundred cases of dementia paralytica treated at the 
Worcester State Hospital between the years 1925-1938 were studied 
to determine criteria useful in the prognosis. An inquiry into the 
cause of failure of one-half to two-thirds of paretics to undergo 
remission under pyretotherapy was also undertaken. 

2. These patients were treated by one of four methods: malaria, 
standard diathermy, modified diathermy and tryparsamide. Thirty- 
three per cent of the total group underwent remission. 

3. The following criteria are found to be of value in the determi- 
nation of the prognosis: age of the patient, duration of the paretic 
process, previous therapy, extent of neurological dysfunction, his- 
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tory of epileptiform seizures, degree of defects in sensorium, 
tendency toward spontaneous remission, type of psychopathology 
exhibited, and degree of adjustment of the preparetic personality. 

4. Most important prognostic criterion is the degree of adjust- 
ment in the preparetic personality. All of the patients with well- 
integrated personalities prior to the onset of dementia paralytica 
underwent remission no matter what type of therapy they were 
given. Only three out of 63 patients with poorly adjusted per- 
sonalities experienced remission. 

5. Of the other criteria, the most significant are the extent of 
neurological dysfunction, degree of defect in sensorium and type 
of psychopathology. Patients in the delirious, apathetic and agitated 
groups had the best prognosis, those in the demented and schizo- 
phreniform the worst. 

6. There is found to be a strong correlation between the degree 
of adjustment in the preparetic personality and the other . prog- 
nostic criteria. Well-integrated individuals tended to have milder 
neurological and sensorium defects, slower progress of symp- 
tomatology before therapy, and a tendency to spontaneous remission 
as well as a better prognosis. 

7. Three cases of dementia paralytica are cited to show how a 
relatively accurate prognosis can be formulated. 

8. Causes for the greater resistance to the progress of the paretic 
process and the better response to therapy in the previously well- 
integrated individual are discussed. 
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Dr. JoseEPH R. BLaLock ( Marion, Va.) Drs. Greenhill and Yorshis have 


done an excellent piece of work in this approach to this important topic. 
Most papers in this field have dealt repetitively with clinical results, and 


omitted the aspect he has covered vell 1 so thoroughly, the serological 
results following treatment 

Attempts to determine reasons for uniformity or lack of such in clinical 
result have been few. It is most important to correctly evaluate the pre- 


psychotic personality, the assets and liabilities, inherent endowment, compli- 
cating factors such as alcoholism and so forth 

I would stress, as the readers have done, that the organic and neurologi- 
cal aspects should also be considered. The nervous system involvement is 
accompanied by inflammation and destructive effects from nerve cell changes 
in the central nervous system 
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Studies have shown that patients who die of dementia paralytica do so 
almost always within three years after therapy. Also, the disease process 
becomes arrested within this period of time as a rule. The resultant clinical 
pictures are dependent, first, on the amount of organic damage. The patient 
may become serologically negative but present considerable dementia due 
to destruction of nerve cells. 

In the other aspect, unimproved patients will be unimproved because in 
the general paralytic process the underlying psychosis, for example a schizo- 
phrenic reaction, having been released, such patients have a poor prognosis 
from the standpoint of the mental picture, but their physical and neurologi- 
cal and serological status may be as good as that of a patient who achieved 
a remission. 

Just a word about correlation of the laboratory and clinical conditions. 
At the Psychiatric Institute, we studied the correlation of clinical and sero- 
logical results, following 300 patients for one year, 100 for five years and 
4o patients for 10 and 12 years. Those patients who died of a general para- 
lytic process had, of course, serological findings, positive and practically 
uniformly positive in all the tests. 

The best results were obtained in those patients who achieved a remis- 
sion. Spinal fluid cell counts and globulin showed the greatest degree of 
correlation, particularly the cell count. Very little correlation occurs except 
in these tests, that is the blood and spinal fluid Wassermann, in the first 
year after treatment; but between the second and fourth year of treatment, 
there was considerable degree of correlation when the whole group together 
was concerned. That is, the remissions were most apt to have negative tests 
within two to four years and the unimproved patients were most apt to have 
positive tests. 

As regards the diagnostic groups, it was stated that certain groups had 
better clinical results. We studied this and found, as others have, that the 
expansive types have the best results. I think pathologically that this clini- 
cal type would have to be accompanied by inflammatory changes rather than 
much parenchymatous involvement, and the other group is rather mediocre 
in results. Of course, in this we find considerable nerve cell destruction and 
loss of intellect and dementia. I think that we are particularly fortunate to 
have this detailed study of all these factors, a study in which Dr. Greenhill 
and Dr. Yorshis have been interested for quite a long time. 


Dr. Witt Resec (Belmont, Calif.).—Some years ago before the malaria 
treatment was in vogue, I studied 315 cases of paresis, all cases that had been 
handed to the University of Michigan at that time. We were interested in 
the factor of history, family history. We did a statistical evaluation on these 
cases and found there was no hereditary anlage or foundation for the 
psychosis. However, in the process of comparing the many factors, we 
found a number of things that came out with great significance. Apparently, 
the symbiotic relationship between the parasite and the host is the thing we 
have to take into consideration. The parasite carefully destroys the host, 
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otherwise it biologically also dies. We found the earlier in life the infec. 
tion took place, the less influence it had upon the host. In other words, the 
latent period from the time of the infection to the time of the onset of the 
disease was in direct relationship to the age of infection. The 
the patient, the better the symbiotic relationship 

A similar direct correlary was the fact that the longer the latent period, 
the longer the course towards dementia and death. That gave us also a very 
good prognostic criterion as to what the course of the sickness would he 
We found that partially treated cases had a much shorter latent period if 
we did not have sickness and infection than those who had received no treat- 
ment at all. That bears out the idea that partial treatment is worse than no 
treatment whatsoever. So I feel a statistical evaluation such as we have 
had here is a very valuable contribution. 
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A COMPARATIVE STUDY OF THINKING IN SCHIZO- 
PHRENIC CHILDREN AND IN CHILDREN 
OF PRESCHOOL AGE.* 


By J. LOUISE DESPERT, M. D., New York City. 


Since the concept of autistic thinking was introduced by 
Bleuler (1, 2) in 1911, many writers have stressed analogies be- 
tween the child and the adult schizophrenic in their attitudes toward 
the world of reality. In a recent publication Cameron (3) reviewed 
the literature concerning the thinking of children and _ schizo- 
phrenics, and the reader is referred to his bibliography. His con- 
clusion was that schizophrenic thinking, at least in the specific 
aspects that were studied—reasoning, causal relationships, com- 
munication—does not represent a reversal to earlier functioning 
levels of development but a specific disorganization of thinking, 
“the disorganization that we find proceeds as a whole, and results in 
something quite unlike the reasoning of children. Evidently the 
regression does not simply retrace the path of development, but fol- 
lows instead a pattern of its own.” (p. 28.) In two subsequent 
papers (4, pp. 651 and 654; 5, p. 269), using a method similar to 
that used by Piaget (sentence-fragment), but nevertheless quite 
independently of Piaget’s findings, Cameron brought out impor- 
tant differences between the thinking of normal children and schizo- 
phrenics. In the first of these papers the group was made up of 
twenty-nine normal children between the ages of seven years, two 
months and eleven years, five months. 

White (6), who formulated the concept of schizophrenia as “a 
regression psychosis” (p. 238), spoke of “a reversal of the law of 
development in schizophrenia” (p. 340) and supported his argu- 
ments by referring to such writings as those of Domarus (7, 8), 
Levy-Bruhl (9), Storch (10) and Wildermuth (11) on thought 
and language in schizophrenics, children and primitive people. 


* From the New York Hospital and the Department of Psychiatry, Cornell 
University Medical College. 

This work has been made possible by the aid of a grant from Child 
Neurology Research (Friedsam Foundation). 
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The concept that schizophrenia represents a regression, from 
the point of view of thinking in this instance, is based on two as- 
sumptions: that the child’s thinking is fundamentally different 
from that of the adult; and furthermore, that in this psychosis, 
through some pathological process, a reversal to the earlier level 
of functioning takes place. Even a brief survey of literature shows 
the divergence of opinions in regard to the first point, and the 
second could only be maintained if the first were proved with a 
reasonable degree of certainty. 

Limiting ourselves to the question of what is “real” to the child 
and the schizophrenic, we may ask several questions: Does the 
child at an early age experience illusions, misinterpretations, hallu- 
cinations, ideas of reference and influence, and other characteristic 
defects of perception and thinking in any way comparable to those 
observed in the schizophrenic? When he plays and indulges in 
phantasy, does he lose contact with reality, even temporarily, as 
the schizophrenic is known to do? When he identifies himself 
with a person, an animal or a thing, is this identification a matter 
of belief, or is it experiment or play with full knowledge of the 
actual relationships well preserved? When he expresses a relation 
between logically unrelated events or things, does he do so because 
of belief, ignorance or inadequacy of verbal expression ? 

While numerous descriptive notes (Stern, Buhler, Koffka, 
Isaacs) have been made on the young child’s play and what is de- 
f evidence that 
any inquiry has been made into what the child himself thinks or 
believes when he behaves as if he were deluded. On the other hand, 


scribed as his “illusion,” there is a striking lack « 


many inquiries have been made into the beliefs, concepts of causality 
and motivation of older children ( Piaget’s works—12, 13, 14; and 
Deutsche’s recent monograph—15). By placing young children in 
play situations which permit the spontaneous expression of phan- 
tasies and at the same time give an opportunity in the course of 
play to elucidate the meaning of these phantasies, information is 
gained which can be used for comparison with the productions of 
schizophrenic patients. Spontaneity being favored, the question- 
naire method is rejected. 
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MATERIAL IN StTupy. 


The material used in this study proceeds from two different 
sources: a group of normal preschool age children ; and a group of 
psychotic children. Originally there was no focus on the problem 
under discussion, the selection being made only later from the 
protocols of the children in both groups. If there is any analogy 
between schizophrenic and child thinking, this should be empha- 
sized by comparing young schizophrenics with young normal chil- 
dren, since the two groups would thus be closer from the point of 
view of emotional and intellectual organization. This was the pur- 
pose in selecting for the schizophrenic group individuals as young 
as clinical incidence would permit. 


I, NORMAL GROUP. 


Nineteen children were observed in the Payne Whitney Nursery 
School during the year 1937-38, daily observations made during the 
school period being supplemented by daily reports from home. A 
complete developmental history, physical examination and psycho- 
metric test were obtained on each child. A description of the 
method used will be found in the Journal of Psychology (16). All 
the children were thoroughly known to the investigator, and a 
twenty-four hour follow-up was available. The youngest child was 
one year, eleven months on admission and the oldest five years, 
three months at the close of the school year. Mental ages (Form L 
or M of the revised Stanford Binet, selected test items from the 
Merrill-Palmer preschool scale) ranged from 102 to 157, fifteen 
of them over 110, with an average of 132. Fifteen of these chil- 
dren were also studied in special play situations utilizing dolls, 
drawing materials, plasticene and water as media of expression. 
The office in which the experimental play takes place is equipped 
with microphones, so that all verbal expressions of child and ob- 
server are recorded automatically through a telecord dictaphone 
machine. While the play materials are selected by the observer, 
the child’s play is not directed and expression of free phantasy is 
the rule. The observer, with whom the children are well acquainted 
and whom they accept as an interested playmate, assumes a passive 
role in the situation. However, she asks the child questions rela- 
tive to what he does and says. Leading questions are avoided. It 
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is from the records of these children that the material was selected. 
The selection was made with the object of securing materia] as 
closely comparable as possible with that obtained from the psy- 
chotic children and bringing out the differences, if such were 
present, between the two groups with regard to the attitude toward 
reality and the ability to differentiate between the real and phan- 
tasied, the animate and inanimate. 


2. PSYCHOTIC GROUP. 


Psychotic children were studied by the author in the children’s 
service of the New York Psychiatric Institute during the years 
1934-37. Through the courtesy of Dr. Nolan D. C. Lewis, the 
records of these children were made available for the present study. 
History, physical examination and psychometric examination were 
obtained and observations made on behavior and spontaneous ex- 
pression. These children were also observed in special situations 
in which play, drawing and phantasy (story) were the media of 
expression (17). In these situations verbatim notes were taken of 
the children’s verbal productions. As can be seen, very similar 
methods were used with both groups, adjustments being made on 
the basis of age, clinical needs and variations in surroundings. The 
protocols of only three children in this group were retained, the 
first two being especially productive. They are respectively : 
(1) Girl R. E.; (2) Girl C. J.; and (3) Girl B. B. 


(1) Girl R. E. was admitted at the age of 8 years, 6 months because of 


bizarre behavior, such as suddenly saying “shush,” listening and looking 
behind her as if someone were there, getting so excited as to be “irrational,” 
and giving irrelevant answers to simple questions (teacher’s report). She 
was uncontrollably jealous of younger sister and aggressive toward her; 
abnormally shy and unable to make contact with other children, and 
“frightened to tears by any change in routine,” otherwise exhibiting an 
almost constant grin; was fearful of animals, absorbed in her own thoughts 
and doing poor work in school because of lack of interest, although in 
some subjects she did exceptionally well. There was a gradual onset of 
symptoms over an ill-defined number of years with accentuation at the 


time of admission to kindergarten at 6 years, coincident with the birth of 
her sister. 

The family history prescnts nothing of significance, except for the 
ambivalent attitude of the mother who is oversolicitous and indulges the 
child, but also at times becomes “hysterical” and impatient and hits her. 
There is one sibling, a sister six years younger than patient. The child 
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was unwanted, the mother deeply resenting the pregnancy owing to economic 
pressure which required that she continue in her business position. She 
was breast fed four weeks when her mother, due to a breast abscess, had 
to wean the child who exhibited then, as well as in later years, great 
distaste for changes in feeding. The early psychomotor development was 
normal; the first tooth appeared at 4 months; she walked and talked at 1 
year. At 35 years she had one severe convulsion of unexplained origin, 
the child being unconscious for several hours. From the parents’ descrip- 
tion, there appeared to have been clonic movements of the extremities, 
rotatory movements of the eyes and loss of control of vesical and rectal 
sphincters. The child never had another convulsion. The only possible 
cause offered by parents is a severe fright the child had that day when she 
put her finger into the mouth of a fish in a fish-store. Shortly after there 
had been vomiting which ushered in the convulsion. Whooping cough, 
measles and mumps from 6 to 7 years were mild, leaving no sequelz. 

On admission the patient was found apprehensive, uncooperative, hiding 
when other children were ready to go to school, exceedingly affectionate 
toward nurses, but not responding to their requests regarding routine, 
asking innumerable and irrelevant questions, often in answer to nurses’ 
questions. Visual hallucinations were described as water balls which came 
to see her every night and bothered her during the day, such as when she 
tried to do her arithmetic. “They have keys instead of eyes. They want 
to know what I am doing and thinking.’ She stated that she would not 
let her parents die, would set the clock back to make their ages go back- 
ward, would keep their eyes open or paint pictures of them to keep them 
from dying. In her contact with children and adults at the hospital, her 
speech was disconnected, rambling and irrelevant, but her preoccupations 
and fears were more clearly formulated (see pp. 201 and 202). The psycho- 
metric test, giving her an I. Q. of 75 on the Stanford Binet, was not con- 
sidered valid because of great variability of response, especially in those 
parts requiring comprehension and reasoning. The character of the scale 
and the ability to read in accordance with her chronological age pointed 
away from the possibility of the child’s being of defective native intelligence. 
The lowest score was on the Goodenough drawing test when the child 
made three drawings of a man which were bizarre, poorly coordinated and 
unlike those of defective children. A Rorschach test confirmed the absence 
of congenital defect and stressed the “characteristic intellectual difficulties 
and lack of mental control in the absence of emotional tension as well as 
the seriously weakened inability for meaningful deep emotional experience.” 
The physical examination, including neurological and laboratory data, 
showed normal findings. 

The patient was paroled to her parents in an unimproved condition after 
one year and eight months. During her stay at the hospital there was no 
essential change in her behavior. At present (age 10 years, 10 months), 
she attends school, often under threat of being returned to the hospital, 
does poor work scholastically, is frequently day dreaming, plays alone 
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(locks herself in the bathroom when group games are ot 
with her younger sister frequently and witl 


(2) Girl C. J. was admitted at 13 years, 4 months because of day- 


dreaming, periods of mutism alternating with 


ness and stuttering, gradual withdrawal from 


irrele, 1+ 
€ ods oT Vant alKative 


the environment, excitability 


and severe temper tantrums when interfered with, destructiveness and frequent 


fights with her younger sister. There was a 


over an indefinite number of years with rapid 
preceding admission. 

The parents are second cousit The fat 
individual whose home life is tisfact 
in cultural activities apart from | s home life 


autocratic, and overconscientious individua 
for the patient. There is one sibling, a 
patient whom the mother obviously favors 
was extremely fearful she would die in cl 
Otherwise pregnancy and del 

at birth and throughout her development, and 
She was weaned gradually I 
was normal; she sat up at & nths, wal 


18 months. Toilet training met with conside1 
reaction. At 2 years the child was cranky an 


play affection toward either parent. At 7 yeat 


right otitis media, cervical adenitis, tonsilliti 


tonsils and adenoids, and rubeola. This w 
her sister. The child entered school at 6 a1 
(11 years old) when she was left back, tl 
the child’s inability to concentrate he 
her breakdown” to this failure, when sh 
steady stream of talk about : 
tearing books, cutting dresses, breaking fur 


children and became assaultive toward her 


On admission she was assaultive in respor 
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to auditory hallucinations, 


thinking that the other children were looking at | 1 talking about her. 
She talked to herself, laughed irrelevantly, s] d marked ambivalence and 
dissociation of affect (see pp. 203 and 204). Examples of thinking disorders 
in this patient are given on pages 203, 204, and 205. A psychometric test, 
which was not considered valid, placed her he lowest twenty per cent of 
children of her age. The patient did not care whether she failed or not. The 
reaction time to the easier problems of tl level wa 
slower than to the more difficult ones of eight ( e psycholo- 
gist offered the following interpretation reat bilit best 
scores and especially relatively good peri ( I and bal tests 
(vocabulary) and the particularly inferi ( ete test as 
well as her school history indicate that sh lefective but that she 
is not capable of making full u f her ite ability at the present time.” 
The physical examination, including neur il and laboratory data, showed 


normal findings. 
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While on the ward the patient was very uncooperative, alternated between 
periods of mutism and overtalkativeness with frequent stuttering and use 
of obscene language. She became manneristic and silly, and showed pro- 
gressively less interest in her appearance and in the environment. She 
was paroled to her parents after one year, seven months, in an unimproved 
condition and was readmitted six months later for insulin therapy. Forty- 
four insulin treatments with twenty-four comas brought no improvement. 
Her manneristic, impulsive behavior and her seclusiveness and irritability 
continued, and at the time of discharge, six months after readmission, 
hospital care was advised. At present (16 years, 0 months) she is at 
Rockland State Hospital where she was admitted at 15 years, 5 months and 
is described as “well oriented, lacking insight, grimacing without provoca- 
tion, seclusive, showing stereotypy of speech.” 

(3) Girl B. B. was admitted at 8 years, 4 months. One month after 
her father’s death when patient was 7 years, 4 months, she became with- 
drawn, showed unsteady behavior, cried and laughed in turn, talked to 
herself or to imaginary people, became inattentive to what was going on 
about her, and exhibited “peculiar” body movements. 

The father, a ship’s officer, died of pulmonary tuberculosis. The child, 
during her first five years, saw little of her father because of the nature 
of the latter’s profession. She resented his presence on his short visits 
because he monopolized the mother. The patient is an only child. Although 
she was wanted, the mother was unhappy during the pregnancy because of 
her loneliness. The delivery was uneventful. The child was breast fed 
seven months, weaning being instituted because of green stools. Her early 
psychomotor development was normal. Toilet training was attained early 
(10 months). The child had no one to play with and for two years before 
her father’s death lived with both parents in one room. She was imaginative. 
Much of her mother’s time with her was spent in telling and reading about 
goblins and fairies. At 54 years she attended kindergarten for two weeks 
at the end of which she had measles. Though she had made a good contact 
with children during her first attendance, she clung to her mother and 
did not adjust well when she returned. She would not mix with the children 
nor do what they did and was withdrawn from contact with the environ- 
ment. During her father’s illness she showed marked anxiety, begged her 
father to eat so he would not die, and worried over the fact that he did 
not work like other fathers. At his death she “acted as if lost,’ her “mind 
wandered,” she began to talk to herself, was “in a state of lethargy” most 
of the time; she reacted to noises by irritability, asked innumerable ques- 
tions, talked of witches and goblins, played with marbles as people, made 
“peculiar” gestures of the arms, head and trunk. Gradually she became 
sleepless, inattentive, was “as if in a dream, and did not talk to anyone 
in the family,” stared until called by someone; when taken outside she 
stood next to telegraph poles apparently carrying on conversations, and 
while walking she talked as if someone were next to her. 

On admission she was heard loudly talking to herself and seen staring 
for long periods with an absent expression. When called she did not 
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respond nor show a change in expression. She showed a poor 


contact 
with the environment, repeated apparently meaningless sentence 


Ss and words 
over and over, carried on conversations with things as people or with 
imagined people as if hallucinating. She showed emotional instability and 
affective dissociation. She was very slow in responding to ward routine, 
The psychometric test was not considered valid on account of distractibility 
and inability to cooperate. 

The physical examination was essentially negative except for the abnormal 
body movements which consisted chiefly of extension and stretching move- 
ments of arms, regularly patterned. Mantoux test was strongly positive. 
but x-ray of her chest was negative. Other laboratory data showed normal 
findings. 


She was paroled to her mother after ten months, showing some slight 


improvement, mainly in her capacity for adjustmient to other children, 
showing a little more interest in them and occasionally talking to them 
relevantly. 

At present (11 years, 5 months) she attends an ungraded class and lives 
a protected life. Inability to acquire knowledge, inability djust to new 


situations, inadequate affective relation with almost constant giggling are 
observed. 


FINDINGS IN NORMAL CHILDREN. 


The records obtained in conditions as outlined above show that 
the child’s play in the two to five year range is to a large extent 
in the nature of a phantasy, an observation frequently made by 
others. The child creates s 
of actual persons or objects, he identifies himself with various per- 


tuations where, with or without the aid 


sonalities, using whatever the environment provides as a basis for 
dramatization of the roles. The point under scrutiny is whether, 
at such times, the child’s experience includes anything in the nature 
of an illusion, delusion or hallucination: and if this is the case. 
under what circumstances these appear. 


The children’s answers to questions regarding the reality of 
their phantasied situations fall within three categories: (1) denial 
of character of reality, (2) evasion, (3) reiteration with apparent 


belief. 

1. Denial of character of reality is the most common response. 
Often the child spontaneously offers a remark about the “make- 
believe” quality of his play, either in the very midst of a per- 
formance or some time later; or he may protest at the observer’s 
belief in the reality of a phantasy he has himself expressed. The 
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following excerpts from the verbatim record of these children illus- 
trate the point (characteristic statements are in italics) : 


Girl No. 11 (4 yrs., 4 mos.) tells, as she draws a girl, a long story 
about her; for instance how she flies to see stars. When asked if the little 
girl can fly, she answers, “It is a make-believe story. ... The girl can't 
fly if she doesn’t have wings. No girls have wings except fairies and 
angels.” A few days later, she refers in her play to a “carpender” (car- 
penter) whom she had phantasied previously as playing an important role in 
a family scene. In answer to observer’s query (Who is this carpenter? 
Do I know him?), she says, “The other day J] was making it up.”’ During 
the same play session, as she changes from being a “good” to a “bad” 
carpenter, she explains “that is what you have to do in the play.” During 
an earlier drawing session, she offered crayons to the physician to eat as 
sugar, but when the physician remarked, “It tastes very sweet,” she pro- 
tested, “It is the crayons. You made that up.” Another time, playing with 
the man-doll which she describes as the father, she says, “I guess he’s been 
naughty. (What has he done?) I don’t know what he’s done. Let’s pretend 
he’s been naughty.” She is among the most imaginative children, preferring 
to play by herself when she dramatizes innumerable characters some of 
which are strongly influenced by fairy tales, but able to enter group play 
as well. 

Girl No. 4 (4 yrs., 6 mos.) says as she makes the motions of “washing” 
the mother-doll, “I pretend I wash her with real water.” This “pretending” 
that some one or some thing is “real” is frequently encountered in her record. 

Boy No. 16 (4 yrs., 11 mos.) as he draws a man “without arms or 
eyes” phantasies verbally with a semblance of belief about the existence 
of such a figure, but when questioned about it says, “J just made it up. 
It is a made-up story.” 

One of the most imaginative children, Girl No. 8 (3 yrs., 11 mos.) points 
to the picture of an ostrich in a picture book and says to physician, “Me 
and you saw him. (Where?) At the zoo. Yes, with me. I pretend you 
were my mommy. My mommy was at the dentist.” Needless to say, there 
had been no such actual experience. The same girl (3 yrs., 9 mos.) engages 
in a game with the writer, in the bathroom, on a day when one of her 
favorite playmates, Boy No. 16 (4 yrs., 9 mos.) is absent from school, 
due to illness. She begins with: ‘“P—— should watch me,” then goes on 
phantasying him as being in the bathroom, talking to her and observer, 
being talked to, crying, etc., and at times describes her own activities as 
those of P When questioned during the play about the boy’s actual 
presence in the room, she answers: “He is right there (pointing in space) 
cess Bae Some Chere. ... 2 , you should come out (shouting in space). 

(Did P—— come to school today?) Yeah. (Did you see him?) 
Did you see him? (I didn’t.) He’s right there” (pointing to space). At 
one point when observer remarked that she did not see him where she 
pointed, she said, “Yes, you do, over there” then hurriedly changed to 
some other play. At the physician’s request and in her presence, a group 
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of children including Girl No. 8 were later asked by the teacher which 
children were missing at school on that day. When P ’$ name was 
mentioned (by another child), Girl No. 8 volunteered, “He is sich.” It 
seems therefore that she had known that right along, since she had heard 
of P ’s illness at a children’s party on the previous day and had talked 


a great deal and had been distressed about it. Two days later when he 


returned, she was overjoyed, shouted gaily, “P is here, I saw him.” 
This episode is given in full because, while it does not clearly belong in 
the third type of response, it points toward the mechanism involved in that 


(third) type of response 


2. Evasion.—To this group belong answers which indicate that. 
when questioned about the reality of the situation he has phantasied, 
the child would rather evade the issue. 


Thus, Girl No. 8 (3 yrs., 11 mos.) shortly after entering the play office, 
pushes a chair against the door. (Why?) “We have t (Why do we?) 
Somebody might come in. (Who might?) A big bad wolf. (Where would 
he come from?) From out there. (Where woul 
graw (draw) here.’ Later, during the same session, she announces she is 
a dog, builds a dog house and tells physician, “You are my daddy, the 
dog’s daddy. (I am your daddy? How funny. I thought my name was 
Dr. D. Isn’t that my name?) Look at my finger. (What is my name?) 
He (dog) wants to go in there ' 


1 
d ne ne ) / 1m going to 


Girl No. 15 (3 yrs., 6 mos.) who had expressed resentment toward her 


nurse, during the play session phantasies that the latter is “lost with the 

fish” and on her way out, points to a piece of wood floating down the 

East River. “I see the part of the nurse. (Which part of the nurse is 
I 


that?) The piece of wood is the part of her. She is all of wood. (How 
do you know that?) Because she is. Look at the boat.” 

3. Reiteration with Apparent Belief —In this group we find 
answers representing a reiteration of what appears to be an illu- 
sion, or delusion, with expression of apparent belief. 


Girl No. 8 (3 yrs., 11 mos.) has brought in the morning a very realistic 
three-foot rubber snake to school. In the course of the drawing session 
on that day she states that she does not like snakes, that she has one (rubber) 
at home, has put it that day in her locker at school, all of which are correct. 
As she goes on, she becomes more and more excited, and finally says that 
the snake is “in there” (pointing to the observation booth where, at a 
previous visit, she had seen a male psychologist go in, an incident which 


had caused her some concern). She puts a chair behind the door, “I don't 
want the ’nake to come in,” whispers and refrains from making noises. 
“Let’s not slam on the table. (What would that do?) Scare the ’nake.” 


She then insisted on leaving the play office (an unusual request for her) 
because of “the bad ’nake in there.” Asking the physician to carry her, 
pn 
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she gave as a reason, “I don’t want the ’nake to get me.” The fear associated 
was convincing, as evidenced by appropriate behavior and facial expression. 

Boy No. 3 (4 yrs., 6 mos.) covers a sheet of paper with close parallel 
lines, describing his drawing as “a cage for sea lions.” He has seen such 
a cage “in the zoo last week,” which refers to an actual visit. “If they 


don’t get out the cage they don’t bite. .... (That’s right, but if they did 
get out of the cage, what would happen?) It would eat you all up. (Who 
said that?) .... eat me all up. (Why would they want to eat you all 


up?) Because I’m afraid, B (brother’s name) is very afraid. (What 
about you?) I’m afraid too. (But why are you afraid?) Because they 
would eat me up. (Who said they would eat you up?) The sea lions tell me. 
(They did? What did they say?) Last week. (Did you hear that for 
real, really?) (No answer) (How did they say that?) Mium, mium, 
I will eat you all up. You make a doctor in this house.” 

The following example demonstrates a similar reaction. Girl No. 4 
(4 yrs., 5 mos.) draws “a great big tiger . . .. he bites and there is his 
mouth. (Whom does he bite?) He bites other tigers. (Why does he do 
that?) Because they bite other people tigers, don’t they? (Yes? When 
did you see them?) I saw them in the movies. (Why do they bite?) 
Because I am frightened. (What are you frightened of?) From the tigers. 
(What could they do?) They tried to get out of the cage and eat me up. 
(They tried to do that?) I am frightened every time I go to the zoo. (Why 
should you be frightened?) Because I don’t know why tigers are there. 
Why are tigers there? (Any idea?—So you can look at them.) I hate 
tigers.” 

There are instances when children express themselves in such a form 
that the listener might be induced to think that they experience true halluci- 
nations, as when Boy No. 6 (4 yrs., 6 mos.) and Girl No. 4 (4 yrs., 6 mos.) 
fight angrily about who will fasten the shoes of a doll with which they 
are playing. (Girl): “I will snap the shoes.” (Boy): “No, I want to 
do it!” (Girl): “I started first.” (Boy): “No, I am going to do it 
myself!” (Girl): “Stop it, A——! !!” (Boy): “He said yes to me!” 
(Girl): “He said no!” (Boy, yielding): “I don’t like it; I don’t like 
you. You are a bad girl.” The two children were so angry and excited 
that it would not have been wise, nor even feasible to question them about 
what, if taken literally, could be interpreted as the formulation of an 
hallucination. However, the nature and purpose of their statements regard- 
ing the auditory perceptions are made clear when interpreted in the total 
set-up. 

There are also in the records evidences of what might be interpreted as 
ideas of influence, as follows: Girl No. 4 (4 yrs., 64 mos.) comes up to 
the play office in an irritable mood and gives the physician the role of a 
big sister whom she is going to spank because she is naughty. She becomes 
impatient at the physician who asks her questions, “Don’t ask me so much.” 
She also forbids her to look at her, so the physician busies herself at 
writing. “Don’t look. (I am not looking.) You're writing. (I am writing. 
How can I look?) You are looking. I know. ... Don’t look. You are 
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a naughty girl. I don’t like you, you know it, when you look.” At this 
point, carrying a play screen, she stumbles and falls. She exclaims, “Yoy 
made me fall down. I’m mad at you.” (The noise of her fall had prompted 
the observer to look in her direction.) Once more, a short time later, she 
stumbled and fell, this time establishing expressly the relation between 
physician’s looking and her fall, as she picked herself up, “Stop looking! 
Never look! You made me do it again, you naughty girl!” Toward the 
end of the play session, she had a large bowel movement, following which 
there was observed a marked change in behavior in that the irritability 
was no longer noted, she smiled, the stumbling had ceased, her play was 
active and spontaneously included the observer. In looking over her record 
for that day, we find th 
before noon. Her daily record shows that a similar episode, with another 


1 


child, took place in the nursery school on the next day. 


it the child “seems fatigued” and is sent home 


There are other reasons for misinterpreting the child’s conceptions of 
reality, which are due to the immaturity of the child’s language development. 
Many children in our group describe inanimate figures in picture books 
as though these figures were “real” to them. In the face of further investi- 
gating, this belief does not hold. Boy No. 16 (5 yrs., 1 mo.) describes a 
teddy bear walking in a picture book with much animation and gesticulating. 
(Is he walking for real?) “Yes .... because he is holding that (pail) 
and that (dog). (Is he walking for real or just on the paper?) He isn’t 
walking really but just on the paper. (Could he come out of the paper?) 


No. (Why not?) Except cutting it out. (Then if you cut it out, could 
he walk really?) No. (Why not?) You know.” Boy No. 6 (4 yrs., 6 mos.) 
asks about the same picture, “Is he alive? (What do you think?) Yes. 
(Is he on the paper, or is he alive?) Yes, he is alive ... . because he 
looks alive on the paper. . Is he alive? (If he is alive, is he going to 
walk or stay on the paper? What do you think?) If he’s alive, he will 
walk. .... Look, he’s walking, he’s alive. (Is he walking here or on 
the paper? Where is he walking?) Here (pointing to book). (Is he alive?) 
Yes, because look at his feet moving back and forth. (Do you see his 
feet moving. ...?) Yes, so he is probably alive. (Can he play with you?) 
No, ’cause he’s on the paper (scornful tone). How can he come and play 
with me? So he is alive on the paper.” To the same question about the 
teddy bear’s being real and coming in the room, Boy No. 19 (3 yrs., 4 mos.) 


answers, “No, because he is different.” Boy No. 7 (3 yrs., 4 mos.) says 
alive and he can walk. (Could 


Oh! He is on the paper!” Boy 


about a dog in a picture book 
he come here?) (Laughing 
No. 6 (4 yrs., 5 mos.) says 


ly anxious tone, as he pours hot 


water from a narrow-spouted pouring be ccompanied by a 
hissing sound, “This was crying because it was hot. ... (1 didn’t hear 
it cry.) I heard it, why did it cry?” This is no proof that this represents an 
animistic conception since we cannot be certain that “crying” means to 
this child what it means to the adult, i.e., a human expression of pain, 


grief or distress. 
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In the group of fifteen young children studied in the play situation, there 
js in one instance a child presenting what appears to be a confusion between 
reality and phantasy: Girl No. 9, over a period of two months (4 yrs., 
o mos. to 4 yrs., 2 mos.) develops in her play a theme of sibling rivalry 
culminating in the substitution of herself for the younger sister, B , 
whom she usually calls “my baby.” In one of her play sessions, she states 
dreamily while sucking her thumb, “Maybe the baby sees the baby.” (The 
baby sees the baby?) A (her own name) sees her baby. (Which baby 
is that?) A ’s baby. (Where is A ’s baby?) Down there.” Three 
times in answer to further probing, she points to a location on the East 


Drive. (And who is with the baby?) “A (A is down there?) 
B—— and A——. (Well, who is this little girl I am touching now?) She 
is down there too.... (What is she doing with that baby?) I don’t know. 


She is spanking her because she doesn’t drink any more milk. . . .” This 
episode with the statements and accompanying mood as briefly stated took 
place along a period of five minutes, during which the child’s belief could 
not be shaken. A study of this girl's complete record (anamnestic behavior 
and play) shows her emotional development to be immature and her social 
adaptation not entirely satisfactory in that she does not play with other 
children, is oversubmissive, frequently sucks her thumb dreamily instead 
of playing, and wets her bed consistently. 


FINDINGS IN SCHIZOPHRENIC CHILDREN. 


The following excerpts are quoted from the records of the three 
schizophrenic children. They consist of verbatim notes taken dur- 
ing interviews of the writer with these children (characteristic 
pathological finding are in italics) : 


Girl R. E. (7 yrs., 10 mos.) as she begins the drawing of a girl, shouts 
in space, then mumbles, “Hey! you! Be careful! (To whom are you talking ?) 
The little girl, she does not like me to make her.” She frequently refers 
to hallucinated objects which she describes as “water balls ... . they’re 
like that (circular motion of index fingers), they’re blue b-u-l-a.... 
I can tell what they have .... they have eyes—and ears—and nose and 
a mouth .... (shouts) get up there, you! (To whom are you talking?) 
The water balls. (Why are you talking to them?) Because they wouldn't 
get up there (chair) so I had to tell them.” [Visual hallucinations, reality 
value. | 

She brings to the office several pages from a magazine, two of which 
show duplicate advertisements representing foods and the heads of three 
women, from whose mouths issue words inside of a square outline. She 
announces, as she pounds on one of these heads, “I am going to burn her 
up; she talks sassy. (How do you know?) I heard her, every day since 
I had the magazine anyway. [Auditory hallucination, reality value.] (Did 
you really hear her?) Every day. (What does she say?) I forget... 
some sassy words. (How can she talk to you when she is made of paper?) 
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I am telling you she can. . But how can she tall 
worry. (Did you hear people on paper tall Sus H 
talk, I don’t know how. (Where do you hear them, 
side?) Outside, of course, outside in the street 
woman), This one does not talk to me, not yet anyv 

one talks, the other not?) Oh! just that!” (said witl 
She returns to the first woman, shouts, “Say, listen you, I'll | 
(What has she done?) She’s done nothing to me, 

the time .... ll tear her. I’ll burn the whole thi 
burn her, will she continue talking ?) 


(shouts, tears the picture, crumbles it into a small lump 


water tap). Say! You’re burn How dk it feel t 
Dr. D, how I do it. (How will it stop her from talking 
hot. She cries, hear her? Get in there, you! You'll be 
right, I'll put more hot water! Get there under that w 
(Is the picture still talking to you?) No, / 
[Magic power.] I'll put her with the garbage.” (Thr 
into waste basket.) She then states that the second wot 
to her, “I am going to burn her harde 
you make believe?) For » what do you think 
it’s for real?) I know because I hear he: .. (repeat 
procedure with the second picturé She used to bi 
to be sassy all right; it’s too late, you’re dead. (Is 
course not. (How did she sto From hot water 
she stops talking (stamps her foot down, rolls th 
the hot water tap). (How can it stop people from tall 
of paper with hot water?) 
up so they can’t talk, their face and everything, th 
too. (The picture is not a person for real, how 
talking?) The hot water stops them, that’s all. Just 
During the following sessi she cuts 
magazine, runs the hot water over it “to make it hurt, 
away, so I couldn’t make it 
do that to a hungry picture.” These (food) picture 
because “they just are, that’s all—that’s to make 
want to make hungry.” As she runs the water 
becomes stopped up, owing to the accumulation of pay 
angry at the physician, “Y uke n pill it. It 
I get you, Dr. D. (She now addresses the floor, 
observer) Oh boy, wait till | t you, Dr. D. (H 
the water over?) They hey sta 
start to spill. (Who is that talks tl ume way | 
[Anthropomorphism.] | [ was making it up to her 


All of a sudden you start to tal it starts to spill. (You d 


think that the water tal Ye t’ ur fault ( 
some one in space). [Visua 
spill when I am sitting right here and you’re way out tl 
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can—wait till I fix you (throws water at physician). I gave you a punish- 
ment... . (I didn’t touch the water, did 1?) You just made it spill, you 
just could [Autistic thinking.] (Now try to explain.) Well, you see, the 
water keeps right with you. I was trying to make the water up to here, 
all of a sudden it starts and comes up here. (How did it come? How has 
it anything to do with me?) You talk and the water comes right with 
you.... (.... you were running the water.) You did because I was 
trying to make the water up to here, then all of a sudden you talk .... 
(If I had not talked, then what?) Would be all right, just would.” In 
another session, she announces that she wants another patient of the physician, 


B. B., to die. “.... 1 want B. B. to die, but I can’t. (How would she 
die?) Just close your eyes and never get up in the morning. (How can 
this be done?) Don’t worry I'll tell her... .’ [Magic power.] 


In the record of C. J. (14 yrs., 7 mos. to 14 yrs., 10 mos.) are 
found innumerable examples of the various perception and think- 
ing defects commonly associated with schizophrenic disorders. The 
following examples are selected for comparison with the normal 
children’s experiences : 


From time to time, she expresses puzzlement with regard to reality: 
“Am I dead or alive? (giggles) Why was I born?” or “Everything under 
the sun makes me laugh, I am dead. [Incoherence.] I was nearly dead 
yesterday.” As is the case with R. E., the demarcation between the animate 
and inanimate, the real and unreal, is not clear and the girl’s spontaneous 
verbal expressions are studded with instances of formulations of magic 
power. For instance, she refers frequently to the fourth floor (children’s 
service around which much of her preoccupation evolves) as if it were 
a person, “What if I might say to the fourth floor, ‘Fourth floor, can’t I 
have my own way?’ (Do you think the fourth floor would answer?) I 
don’t know if they would pay attention to me.... I'll brain this fourth 
floor .... this fourth floor is a {—— b—, I thought I got rid of this 
floor and I didn’t... . this floor is killing me by inches” or “I dreamt I 
said fresh words to the ward .... What a damn fool this floor; this floor 
kissed Dr. F. (How can the floor kiss . . . ..) How should I know. I don’t 
like this floor; stop spiting me.” (Shouting in space) .... I could just 
choke the fourth floor. (How?) All I'll say, ‘Christ, the lousy fourth floor.’ 
[Magic power.] (How will it choke the fourth floor?) J chose to be grown 


up. [Incoherence.] (How does it choke .... ?) That it should never be 
built. ... There should not be any fourth floor and besides it’s a child 
floor and I am a grown up... .” The development of the fourth floor 


theme brings out expressions of misinterpretations, delusions of reference 
and magic power as is shown in the following selected examples: On being 
taken to the fourth (children’s) floor for interview, she saw a nurse, usually 
working on fifth (adult) floor and the next day she reproached the physician: 
“You were fooling me yesterday; you took me on four, and there was 
Miss. B.; why did you tell me it was four? .... (Did you think it was 
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does not work on the fourth floor! Miss B. told me she works on five!” 
Referring to a boy who had recently left the hospital, she says: “I said 
(to him) I hope you go home for good and as soon as I said that he went 
home for good on Saturday. ... [Magic power.] Her own relationship 
to the children’s service (fourth floor) in which she was for several months, 
and her conception of the function of this floor, she formulates thus: “J am 
grown up because I laugh too much to be on four. [Incoherence.] J think 
everything is a joke. (Is that a sign of being grown up?) (Angry.) Why 
not? It’s better to be on five than to go to conference. [Incoherence - 


five because Miss B. was there?) (With a tone of indignation,) Oh, Miss BR 


evasion.] (She was presented at a fourth floor conference) .... I know 
one thing about the fourth floor .... many girls are put on such a floor 
because when they get older they start having boy friends, the second 
reason they’re not grown up .... (Suppose we put a girl twenty years 


old on the fourth floor, what would happen?) I'd say pack her clothes back 
on six. (Suppose she was forced to stay on four?) It would be unfair, 
It would make her feel angry. It wouldn’t make her feel grown up.... 
When you are on the fourth floor. ... In other words, if I’d be on four, 
I wouldn’t be grown up... . I’d cry like a baby. ... If I lose my temper 
I'll beat up every boy and every girl on four; if children deserve to be on 
four they deserve to be beat up because they're not grown up.” [Incoherence.] 
Later, in relation to the same theme she said, “if I'll ever be on four, 
that'll be my hard luck. /’ll become a child in every way.” And still later, 
“The more children are put on the fourth floor the more they want to be 
children.” She loves “no one except the nurses who work on five because 
they’re grown up,” and denies that Miss X., supervisor, whom she has only 
seen on the fourth floor, is a nurse “because if she was a grown up nurse 
she wouldn’t be on four. ... because it’s the midget’s ward, Miss X. 
should be on five, she is too big to be on four.” 

More expressions of magic power, “And I don’t like the fourth floor, 
so I made a New Year resolution that the fourth floor shouldn’t be built. 
(It is already built; how can you make it not built?) Well, tear down 
the cubicles, pull down the pillow cases and blankets and throw the whole 
thing away.” She would like to be “real dead” and in a glass case “because 
if it’s wood you wouldn’t be able to see in it—if it’s glass every one could 
come over and see my face, my eyes and my whole body in it (laughs) 


I have been here so long that I think I'll croak right now. .... (Do you 
really want to be dead?) Because I said so. (Just to say so does it make 
it happen?) Sometimes it works out.... I can be buried tomorrow or 
the next day. I'll be dead just the same because I said so. Oh! I hope 


it'll work! (How does it work?) If I say that I want to be dead, then 
I'll really mean it.” At another time, she says that she is “ten grown- 
ups.” (How can you be ten grown-ups?) “By acting like a grown-up, 
by getting up at six, by doing what you’re told. (Can you be one or ten?) 
A million if I want to. It’s too bad. (How can you be as many grown-ups 
as you want?) If I don’t want to be on the fourth floor I am not on the 
fourth floor. (She had been transferred earlier from the fourth to the 
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fifth floor.) I can be ten grown-ups. I could be married. ...” In several 
other themes, she shows delusional tendencies, and projections such as that 
she is a Catholic (actually Jewish), that her eyes are blue (actually 
brown), that she is married, that physician is stuttering (actually the 
patient is). She announces in one of her first interviews, “I want to have 
a cross. (Why?) Because I am a Catholic. ... I just made a rule that 
I am a Catholic.” [Magic power.] This recurs from time to time as a 
convincing belief, and is elaborated upon, proof being added at will, as 
when three months later she explains, “Dr. D., if you don’t want to believe 
I am a Catholic, I can talk a couple of Catholic words, so you'll see I am 
a Catholic. . . . Kapish Taliana. (Does that make you a Catholic?) I am 
too and I can even prove it. (How?) By saying Catholic words... . 
(These two words are not Catholic words, they are Italian words.) Catholic 
is Italian.” (Note how the associations are worked out in her delusional 
thinking.) She states a short while later, “My eyes are blue enough (her 
eyes are dark brown). (Since when?) Because. Or if not, I'll take a 
paint brush and I'll paint my eyes so blue. (Can you do that?) I can... . 
I'll paint my eyes blue. (You know you can’t paint your eyes.) I can, by 
stopping stuttering. (How will that make your eyes blue?) I am not 
satisfied how I stutter... . (You still didn’t tell me how you will make 
your eyes blue.) By saying blue. . . . by making a paint brush and tomorrow 
you'll see my eyes will be blue.” She is married, then cancels her marriage, 
“IT am past 21, I'll be married now. (I thought you were already married?) 
I was, I cancelled it. (How can you do that?) By saying no.” She orders 
physician (who does not comply) to stutter and several minutes later says, 
“Stop stuttering if you wouldn’t be getting out of your sickness, conference 
would be the only answer. . . . and what you do is stutter, I’ll tell all these 
girls on five to make fun of you, and they'll do it. (Why do you want 
to do that?) Because you deserve it—stutterer, stutterer. [Projection.] 
(When did I stutter?) J heard you. [Auditory hallucination?] (When did 
you hear me?) Because you’ve proved it. (When?) You've proved that 
you stutter and I prove that I don’t....I have had enough trouble 
stuttering, but you stutter and that will be the end of you. (How?) I 
ought to know that I went to many conferences and I realize that I don’t 
stutter! [Incoherence.] (Question repeated.) So what if you stutter! 
They make fun of you, that’s why this place is built, for people who stutter 
and you're one of them.” 

She had previously stated that the hospital “is built for nurses to go to 
different floors and for doctors to stand there and ask questions, and for 
the patients to stay here and laugh,” that it was built especially for her, 
giving as an explanation for the latter statement “because they make fun 
of me,” at a later date, “.... 1 think that this place shouldn’t be built 

3ecause I shouldn’t be here, because there is nothing wrong with me 
(Suppose this place was not built, would you have your sickness anyway ?) 
No, I would be well, if this place wasn’t built, I wouldn’t think of stuttering. 
I wouldn’t have any treatments. The more I get treatments, the more I 
stutter.” [Paranoid projection.] 
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The whole symbolism in this patient has a bizarre character, 
shows vague and loosely connected associations, and a lack of in- 


tegration which make it highly autistic, as is apparent in the 
following conversation : 


“Do you realize that wh t ask me a question, you make every single 
person on five laugh their head ff (How I know because there js 
something that makes me laugh. (How does it make other peopl laugh?) 
Oh, my God! I'll worry my head off, if I’ll be on four. (Question repeated. ) 
Because they think it’s funny. (How do they know?) If a thing seems 
funny and they don’t laugh, there must be something wrong with them,” 
(Laughs.) Other examples revolve around the teeth motive—“When | 
think of the fourth floor I get all my teeth white. (Why?) I laugh so 
much. That’s how much I appreciate the fourth floor. (I don’t understand, 
will you explain?) You make me laug! I'll get all my cosmetics 
to go home for good. (Gigel First give me white teet] (How can 
I do that?) I know a certain amount of children and when tl ey laugh 
all their teeth are white. What must I do to get white teeth . laugh. 
cry, go to conference, or get cosmetics? (You still didn’t tell me how. .. .) 
By eating the right kind of food. (Who would eat that d?) Probably 
me, but I am not even hung tough ¢t f ce. (Laughs. ) 
(How could I give you white teeth?) By going home for good. (How 
will that... .?) By having blue eyes, why not (How will having blue 
eyes give you... .?) Because I'll be getting out of my sickness, that'll 


make my teeth white. . . .” At a later date when asked to make a drawing, 
she answers, “Why can’t I have white teeth, I have discolored teeth, 


(Actually she has strikingly white and regular teeth.) (What does it 
mean?) My teeth are all discolored when I laugh. (Why?) Because ever 
since I have been here I have never laughed perfectly. I laugh so cock-eyed 
when I laugh—I want white teeth. (How can you have them?) What 
do you think! Can I have white teeth b) n (Does it make your teeth 


white to laugh?) Sure. What happens when I cry? I cried a lot of times 
since I have been here because I thought I was not fit for this place. I 
cried too much since I have been here. And if you make me cry there 
will not be perfect white teeth, there’ll be tears in my eyes.” 


) ~ 


The productions of B. B. (9 yrs., 5 mos. to 9 yrs., 7 mos.) are 
scant and stereotyped. She appears to have auditory hallucinations 
(stops in the midst of some activity as if listening to and answering 
voices), addresses invisible people, is in poor contact with the 
external reality world. In the course of study in play situations, 
drawings, accounts of dreams, etc., relevant answers to questions 
are rarely obtained. There is a marked tendency to wander off 
into autistic and incoherent expressions, at times so poorly articu- 
lated as to be unintelligible. 
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During an interview she speaks of herself as “the good daughter,” then 
becomes a “girl princess.” The incoherence of her thinking is brought out 
in the following productions, relative to this theme: “One day the prince 
bought two new babies—he got them from heaven—he brought them to 
the princess—He says, ‘Here are two married daughters.’ So the king and 
queen had twenty-two daughters and they were very proud. They were 
a very rich family. (I thought the two babies were brought to the girl 
princess ; how will they be the queen’s daughters?) One got married.” She 
became impatient when physician tried to have her elucidate the latter 
statement. 

In her dreams, as well as in her day-dreams and actual experiences, this 
theme of king, queen, princess, twenty-two married or unmarried daughters, 
recurs again and again and it is difficult to determine when she passes from 
an account of one to the other. There appears to be subjectively a confusion 
between the three types of experience whereas the four or five-year-old 
child can definitely differentiate them. She speaks of “making up” her 
dreams, though she emphasizes that they are experienced while she sleeps, 
frequently describes obvious hallucinatory experiences (sees and addresses 
fairies) as true perceptual ones. Once the physician asked her to tell a 
story, and the child proceeded to give a long, unclear account of a “girl 
princess” which appeared to be a mixture of hallucinatory, phantasied and 
actual experiences. (Is it a dream ora story?) “A dream, (gets up, makes 
sweeping gestures of the arms, clicks her tongue, salivates, her speech 
becomes barely distinct) and that’s the end of the story, the end of the dream 
I mean. (Is a dream the same thing as a story?) It’s like a story, only 
it's a dream. (Do you know the difference between a dream and a story?) 
A story is in a book, and a dream isn’t. (Where is it?) I don’t know. ... 
I made one up, it’s made up from here, in my head. (How do you make 
it up?) I don’t know. (When do you make it up?) I don’t know. 
(Question repeated.) At night time, some time after eight or nine. (Before 
sleep or after sleep?) After of course. ... (Do you know the difference 
between a thing for real and a make-believe thing?) A thing you don’t 
believe you don’t believe. J can make believe anything I want, just 
believe it.” 


DISCUSSION. 


The difference between the two groups with regard to thought 
and appreciation of reality is striking even upon cursory examina- 
tion. A true hallucinatory or delusional character is not demon- 
strable in the phantasies of the two to five year old normal group, 
as shown here. In those responses which appear closest to hallu- 
cinatory or delusional experiences (third category: reiteration with 
apparent belief—Girl No. 8, Girl No. 4) a strong emotional factor 
is present, and this is in no way different from fear or other emo- 
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tional states initiating pseudo- or true hallucinations in the normal 
adult, except that the child shows a greater emotional lability than 
the adult. The child is also more susceptible than the adult to 
somatic changes and less aware of their relation to the variability 
of his moods, as illustrated by the example cited, Girl No. 4, p. 200, 


Contrary to a statement formulated by Lay (18, p. 127) that 
“imaginative children may show ‘borderline behavior,” in our 
group of normal children it is not among the most imaginative 
children that pseudo-hallucinatory or pseudo-delusional experiences 
were most frequently encountered. Girl No. 11, with probably the 
richest phantasy life in our 1937-38 group of nineteen children, 
never fails to assert her lack of belief in the “reality” of her phan- 
tasies whether in group or individual play. This would be found 
with still greater frequency were it not that the observer, aware 
that repeated inquiries inhibit the child’s play, limited her question- 
ing to a certain extent. On the other hand, Boy No. 27 (3 yrs., 
3 mos. to 3 yrs., I1 mos.), the only child among the thirty children 
of the 1937-38 and 1938-39 groups who could be described as show- 
ing borderline behavior—that is, poor social adaptation associated 
with preoccupation, anxiety in response to pseudo-hallucinations 
such as visualizing insects, destructiveness, mild touching compul- 
sion—is amongst the least imaginative, as can be evaluated through 
observation of his behavior as well as his verbal productions in play. 

Pseudo-hallucinations are dependent upon the nature and in- 
tensity of the emotion experienced by the child rather than upon 
any characteristics specific to child thinking as is well illustrated 
in the case of Girl No. 9. This is further substantiated by the 
observation that in any individual child it is not in the midst of the 
most imaginative play situations that such reactions appear most 
often, but rather in those situations colored by some strong sub- 
jective emotional component. S. Isaacs (19, pp. 312-316), analyz- 
ing the phantasies of a girl of three years whose behavior—vivid 
dramatizing of imaginary companions—caused some concern to her 
mother, has pointed to the “deep anxieties” underlying these phan- 
tasies, and our own records show observations in which a similar 
explanation is valid. 

Autistic thinking, originally described by Bleuler as characteristic 
of schizophrenics, is associated with a loss of contact with the ex- 


ternal world of reality, whatever determining relation there may 
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be between the two. The child’s phantasies, on the contrary, do 
not contribute toward separating him from the external reality 
world, and Bleuler himself, in referring to the child’s “autistic 
thinking” sought to differentiate it from the schizophrenic’s autistic 
thinking when he stated in a later writing (2, p. 886), “The child 
accustoms himself by his phantasies to the situations of his future 
life.” But even to describe child thinking as “autistic” is not in 
accordance with the facts, since the concept of autism implies belief 
in the projections, delusions and hallucinations. However the child 
under systematic investigation spontaneously formulates his lack 
of true belief ; this was certain in the group of children studied, 7. ¢., 
from two to five years of age. With children under two, the im- 
maturity of language development precludes the acceptance of con- 
clusions based on verbal expression. Thought and ability to express 
thought verbally cannot be identified at that stage, and the latter 
cannot be accepted as an accurate index of the former. In follow- 
ing the development of the phantasies of her five to five-and-a-half- 
year-old normal children, Griffiths (20, p. 139, p. 294, and else- 
where) has stressed throughout the experimental value and func- 
tion of phantasy, a feature in sharp contrast with the schizophrenic 
delusions. 

The normal child as he expresses his phantasies retains an active 
affective contact with the environment, weaves it in and out of his 
play, keeps a constant awareness of its temporal and spatial rela- 
tions, corresponding to his age level ; all of which are in contradis- 
tinction to the schizophrenic, whose affective interests are with- 
drawn from reality. The child’s interest in the reality world is in 
part responsible for the short attention span said to be characteristic 
of his activities and frequently compared with the lack of attention 
and shortness of associations found in the schizophrenic. A child, 
however, is quite capable of relatively long concentration when 
interested. 

The young child’s acquaintance with the reality world and “the 
laws of logic and reality” (Bleuler) is necessarily limited. The 
younger the child, the greater the limitation. In studying the child’s 
thinking not enough allowance has been made for this limitation, 
which contributes to the “egocentricity” of his thought, described 
by Piaget (13, p. 205) as characteristic of child thinking. Since 
autistic thinking is, on common agreement, contrasted with logical 
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and realistic thinking, the span of possible acquaintance with the 
laws of logic and reality in the child at his age level must be given 
due attention. As reported by Hazlitt (21) adults show the same 
lack of logic which is claimed to be characteristic of the child when- 
ever they are dealing with unfamiliar subjects. The egocentricity 
of the child seems to be due to limitation of experience rather than 
to inherent characteristics of child thinking. 

The affective disharmony and the inadequacy of affect charac- 
teristic of the schizophrenic, and well illustrated in the case of Gir] 
C. J., are lacking in the young child who, for all his variability of 
mood, shows upon examination of the complete records a well in- 
dividualized constancy of range. Even in his most diversified identi- 
fications, the child gives an impression of personality oneness which 
the schizophrenic does not present. 

The child’s awareness of the “make-believe” quality of his play, 
or what one might call the volitional character of his phantasy, pre- 
cludes a comparison between his orientation and the double orien- 
tation found in some schizophrenics. The latter are oriented now 
in a correct, now in an incorrect relation, but they do not refer to 
either as a voluntarily made-up phantasy. When they have re- 
turned to the normal state and recognize the delusional character 
of their past experiences, they acknowledge that they were power- 
less to control such experiences, which is in contrast to the child’s 
attitude toward his play phantasies, as shown by his, “I was making 
it up—lI just pretended.” 

Some writers of child psychology have stressed the dual quality 
of reality for the child as Stern (22, p. 283) who, reporting and 
analyzing numerous examples of “illusion” in children under six 
years of age, expressed the opinion that reality is for the child 
only what he feels keenly. Piaget (12, pp. 245-246) in the course 
of extensive studies of intellectual processes in children at various 
ages spoke of several realities and asserted (12, p. 202) that a 
child cannot differentiate truth from fabulation until the age of 
seven to eight years. Koffka (23, p. 375) speaks of “two systems,” 
one related to, the other independent of adult thinking. There are 
those, however, who have held an opposite view, as Bihler (24, 
p. 93) who writes that the child is well aware of the make-believe 
quality of his play and does not confuse “play reality” and “life 
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reality ;”’ so with S. Isaacs (25, p. 106) who brought out that the 
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child, at least after the first three years, does not confuse thought 
and phantasy. Systematic investigation shows the latter view to 
be correct in children from two to five years of age. 


SUMMARY AND CONCLUSION. 

An analogy is frequently drawn between schizophrenic and 
child thinking. In order to check the validity of such analogy, ver- 
bal productions from protocols of fifteen normal children of pre- 
school age (two to five years) and three schizophrenic children 
(with ages varying between seven years, ten months and fourteen 
years, seven months) are presented and compared. These pro- 
ductions were obtained under very similar conditions, 7. e., favoring 
the spontaneous expression of phantasy, allowance being made for 
differences in ages, clinical needs and situational contingencies. 

The systematic investigation of the phantasies of young normal 
children with regard to <he evaluation of reality shows that re- 
sponses fall within three categories: denial of character of reality, 
which is the most common type of response ; evasion ; and finally, 
reiteration with apparent belief. The latter category, containing 
the smallest number, includes those responses in which a strong 
emotional component is evident, chiefly fears, but also wishes. It 
is not possible to demonstrate in normal children true delusions 
and hallucinations or disorders characteristic of schizophrenic 
thinking. Experiences which come closest to these belong to the 
third category, 7. e., reiteration with apparent belief, but are not 
appreciably different from similar experiences initiated in the adult 
by some strong emotional stimulus. It is recognized, however, that 
the child shows a greater emotional lability and greater suscepti- 
bility to somatic changes than the adult. In one instance where a 
confusion between reality and phantasy seemed apparent, the child 
showed emotional immaturity and a lack of social adaptation which 
point to a relation between the coincidence of such experience and 
a tendency toward faulty integration and adjustment in the future. 
Follow-up studies of the children’s later adjustment should throw 
light on this point. 

From the present records it appears evident that experiences 
which most closely resemble those found in the schizophrenic are 
dependent upon emotional factors and not upon characteristics 
inherent in child thinking. 
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SET IN THE SCHIZOPHRENIC AS MEASURED BY A 
COMPOSITE REACTION TIME INDEX,’ 


By E. H. RODNICK, Px. D., ann DAVID SHAKOW, M.A. 
W orcester, Mass. 


INTRODUCTION. 


Several studies have indicated that the simple reaction times of 
schizophrenics tend to be longer than those of normal subjects.» ® 4 
By itself however this finding makes only a limited contribution 
to clinical tools. Dissociation from environmental stimulation, 
lower motivation, less intense concentration of attention or in- 
ability to attain a high level of preparation might all contribute 
to the slower motor response. Some of these factors are not 
directly related to the psychosis and may be operative in normal 
subjects as well. The influence of one or more of these might 
quite readily account for the presence of a certain degree of overlap 
of normal and schizophrenic reaction times, even though the two 
populations are found to be differentiated statistically... This over- 
lap militates against the application of the simple reaction time 
technique to the individual case, a procedure which is very desirable 
in clinical practice. By complicating the reaction time situation 
somewhat, however, it is possible to obtain a composite measure 
of several aspects of this function which improves considerably 
its value as a psychological device. 

The present experiment was designed as an elaboration of an 
experiment reported by Huston, Shakow and Riggs. The major 
emphasis is on employing reaction time to preparatory intervals 
of various lengths as a quantitative measure of the ability of the 
schizophrenic to reach and maintain a high level of preparation 
in meeting recurrent environmental stimulation. It employs a 
modification of a method which had previously been reported by 
Woodrow.® 


* From the research service of the Worcester State Hospital, Worcester, 


Mass. 
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APPARATUS AND METHOD. 


The usual reaction time set-up was employed. A bell served 
as the warning stimulus. The reaction time stimulus was a light 
appearing through a translucent screen in front of the subject. 
The specially designed chronoscope had an accuracy of +1 ms. 
All stimuli, preparatory intervals and rest intervals were controlled 
automatically by means of contacts made through moving per- 
forated paper tape. 

The 25 schizophrenic subjects used had been hospitalized for 
periods varying from one month to several years. The 10 normal 
controls were hospital attendants and employees who were of ap- 
proximately the patients’ range of intelligence and educational 
background. 

The technique consisted essentially of determining the effect 
upon reaction time of different lengths of preparatory intervals 
(the temporal interval between warning and stimulus). It involved 
two procedures. In one—the “regular’—the preparatory interval 
remained the same for a series of trials before an interval of 
another length was presented. After the first few presentations, 
the subject was able to adopt in advance an appropriate preparatory 
set for that particular length of interval. In the other procedure— 
the “irregular”—the various preparatory intervals were presented 
ina random manner. This effectively prevented any prior knowl- 
edge of the length of the preparatory interval. Thus, the “regular” 
warning procedure favors faster reaction times, since the subject 
is then able to reach a higher state of preparation than would be 
possible with the “irregular” warning procedure. The difference 
in the reaction times of the two procedures serves as a measure of 
the ability of the subject to adopt an optimal set under the conditions 
of the regular procedure. 

The preparatory intervals used in this investigation were I, 2, 4, 
7-5, 15 and 25 seconds in length. The regular procedure was sub- 
divided into six series, each consisting of 10 trials of a particular 
preparatory interval. A rest period of one minute was given after 
each series. The trials were spaced five seconds apart. In the irregu- 
lar procedure, all six preparatory intervals were presented 12 times 
each in a systematically arranged order in which each interval fol- 
lowed every other interval the same number of times. Instead of 
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preparing to react after a particular temporal interval, as he was 
able to do in the regular procedure, the subject was now able to 


adopt only a general state of preparation following the warning 
bell. A rest period of three minutes was given after one-half the 


trials of the irregular procedure. The duration for the whole xperi- 
ment was about 50 minutes. 
TABLE 
REACTION TIMES IN MILI S FOR REGULAR AND IRREGULAR WARNING 
PROCEDURES OF SCHIZOPHRENIC AND NORMAL SUBJECTS. 
Regular procedure Irregular proceduré Diff. 
Interval between 
(secs.). Mean. 5. B Mear Ss. D means. 
I 668.7 33 722.5 3 8 
2 544.4 259.2 65.6 87.8 121.2} 
4 531.0 205.9 610.5 315.3 88.5 
7.5 648.5 3 —65.4 
I5 639.3 332 87.9 20.1 —51.4 
25 653.5 28 0.8 233 92.8 F 
AL Cl 
I 202.7 13 ZI 18.8 
2 239.2 20.¢ ( 10.3 51.57 
4 261.1 7 29 SI 35.57 
7.5 275-5 37.0 303.6 17.0 221+ 
I5 278.1 30.3 96.0 17.9 
25 312.3 305.3 3 —7.0 
* Denotes a significant difference (| i ter est of paired 
differences. 
+ Denotes a highly significant 
RESULTS 


Mean Reaction Times of Schizophrenic and Normal Gr ups. 


In Table I are shown the mean reaction times of both the patients 
and the normal controls for each length of preparatory interval. 
Data from this table are graphed in Fig. 1. Taking for the moment 
the curves of the normal controls alone (the lower two curves), 
the regular pro- 
cedure, when the subject was able to determine in advance the 


it may be seen that the mean reaction times of 


(ms.) 


REACTION TIME 


sh 
th 
in 
at 
pro 
las 
In 
sta 
the 
inte 


Ne 


1940] E. H. RODNICK AND D. SHAKOW 217 


approximate duration of the preparatory interval, are consistently 
shorter than those of the irregular procedure. This difference in 
the two curves diminishes progressively as the preparatory interval 
increases in length. The differences for each interval except the 
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Fic. 1—Mean reaction times of 25 schizophrenic and 10 normal subjects 
at the various preparatory intervals of the regular and irregular warning 
procedures. 


last are statistically significant as determined by Fisher’s “t’’ test.* 
In other words, the normal subjects are able to maintain a higher 
state of preparation, as shown by shorter reaction times, when 
the length of the preparatory interval is kept constant than when 


*P’s range from .oo2 for the 2-second interval to .o2 for the 15-second 
interval. 
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it is varied randomly. The minimum reaction time is at the 
2-second interval. There is a steady increase after that point 


indicating that lengthening the preparatory interval increases the 


difficulty of maintaining this reaction time set. 


The patients, on the other hand, show striking deviations from 
the results achieved by the normal controls. First, in corroboration 
of an earlier investigation,’ the patients were found to respond 
with definitely longer reaction times. Whereas the mean reaction 
times of the normals for the various intervals are distributed 
around 300 ms., those of the patients range generally between 500 
and 700 ms. These differences between the means of the patients 
and those of the normal subjects are highly significant, the dif- 
ferences at each point ranging from 5 to 7 times the standard 
errors. These differences are greater than those reported by other 
investigators,’ *»* and are probably a result of the selection of 
patients.* 

It may be seen that the patients’ curves tend to meet at some 
point between the 4-second and the 7.5-second interval. This result 
is distinctly different from that obtained in the normal subjects. 
In this group, the curves do not cross until at some point between 
the 15-second and 25-second intervals. The only points in the 
patients’ curves at which significant differences were found were 


the 2-second and the 25-second intervals (p less than .o1 in both 


* The mean reaction times of both schizophrenics and normals obtained in 
the present experiment were longer than those found in the earlier study by 
Huston, Shakow and Riggs.! This differ 
of subjects. The hospital attendants an 
normal group were definitely lower in intelligence, and possibly in co-operative- 
ness, than the staff members who comprised an important part of the normal 


nce is probably due to the selection 
employees making up the present 


group in the earlier study. This may also be the reason why the present 
reaction times are longer than those usually reported when college students 
are used as subjects,? although Telford * has observed auditory reaction times 


as long as those reported here. The longer mean reaction time of the schizo- 
phrenic is probably accounted for by the fact that the schizophrenic group in 
the present investigation employed several more deteriorated subjects than 


did the earlier experiment. This would tend to raise the mean reaction time 
level of the patient group. However, the earlier investigation had shown that 


although the less deteriorated (and more co-op¢ rative ) patients gave shorter 
reaction times, the relationship of the “regular” to the “irregular” curve did 
not change significantly. Corroborative evidence for this finding was obtained 


in the present experiment 
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cases). This crossing of the patients’ curves at an earlier period 
would indicate that they are less able to profit by the regularity of 
the interval than are normal subjects. They are unable to main- 
tain the type of preparatory set that is involved in the regular 
procedure for more than a few seconds following the warning 
signal. 

The explanation of the significant difference between the two 
procedures at the 25-second interval may lie in the irregularity of 
presentation of the various foreperiods in the irregular procedure. 
This irregularity forces the subject to maintain an appreciable 
anticipatory set at all times and discourgages any relaxation. Dur- 
ing the longer intervals of the regular procedure, on the other 
hand, the regularity of the long periods of inaction during the 
foreperiods permits a greater relaxation of the set. This set is 
apparently at a lower level of preparedness than that reached in 
the corresponding interval of the irregular procedure. 


ANALYSIS OF THE REACTION TIMES OF THE INDIVIDUAL 
SUBJECTS. 


In order to determine whether this inability to maintain as 
effective a reaction-time set as normals is a characteristic of indi- 
vidual schizophrenics, the curves of the individual subjects were 
plotted and analyzed. 

In Fig. 2 are shown the fairly typical curves of two normals 
and three patients. The curves of all the normals were found to 
be very similar to the mean curves of the whole group as shown 
in Fig. 1. The typical patient curves in the lower half of the 
figure show (a) the marked variability of response typical of 
schizophrenic subjects, a fact observed in the previous study,’ and 
(b) the earlier crossing of the curves. 

Since the main purpose of the investigation was to determine 
whether such differences in reaction time performance between 
patients and normals could be expressed quantitatively. the results 
of the individual subjects were analyzed in considerable detail. 
It was found that although the single criterion of mean reaction 
time level differentiated most of the patients from the normals 
there was still some overlap, despite the fact that the two groups 
were significantly differentiated. 
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An attempt was then made to combine several other criteria in 
order to achieve a more satisfactory differentiation of the two 
populations. The analysis of the individual data of the normal 
subjects indicated that these curves could be described in terms 
of three major criteria. These criteria, describing not only the 
mean curves of the normals, but each of the curves of the individual 
subjects as well, were as follows: 

1. A minimum reaction time during the regular procedure at 
the 2-second interval with a rise in the curve thereafter. 


Key 
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Fic. 2—Typical curves of individual schizophrenic and normal subjects. 
(Reaction times to various preparatory intervals. ) 


2. A mean reaction time of less than 500 ms. at every interval 
of both the regular and irregular procedures. 
3. No merging of the curves for the r 
procedures until after the 15-second interval. 


and irregular 


A composite index was then constructed which combined these 
criteria into a single measure. The major considerations involved 
in its construction were quantitative description of each of the 
criteria, the calculation of a single index number from the reac- 
tion time data of a patient which could be used in comparing him 
with the normal, and simplicity of computation. 
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Fig. 3 shows the application of the composite index in differen- 
tiating the patients from the normal subjects. The upper distribu- 
tion shows the result when the following index, composed of only 
two factors, is used: 

. M, 5R Misr 
Set Index = 4 {| —— + ——) My 
M51 

One of these factors (Vy) is the highest of the several means 
obtained at the various preparatory intervals. It was found that 
the use of this extreme mean was better than the mean reaction 
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Fic. 3.—Distributions of schizophrenic and normal subjects according to 
composite reaction time indices (/, and /,). 


time level in differentiating the bulk of the patients from the 
normals. This is due to the greater variability of patients. Even 
though they may be within the normal level of performance for 
part of the time, they are less likely to be consistent than are 
normals, and hence tend to be more extreme in their deviations. 
Thus the use of the most extreme of the means of the various 
intervals tends to be selective in that it emphasizes the difference 
between patients and normal controls. The other factor, in paren- 
theses, is the average of the ratios of the 7.5-second and 15-second 
interval means of the regular procedure to the respective means 
of the irregular procedure.* As shown in Fig. 1 the patients’ 


* The mean of two intervals instead of one was used in this ratio in order 
to prevent chance deviation at one point from carrying too much weight. 
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curves tend to cross before the 7.5-second interval, whereas those 
of the normals do not do so until after the 15-second interval. 
Hence the ratio of the means of the regular to those of the irregu- 
lar procedure at these two points will give the normals a value 
of less than 1 (since the reaction times of the regular procedure 
are less than those of the irregular procedure). The patients, on 
the other hand, will tend to receive a value greater than 1. Multi- 
plying the highest mean (Mz ,) by this ratio will increase its value 
for the patients, and lower it for the normals. 

The distributions of the patients and normals on the basis of 
this part of the index (upper part of the graph) indicate that there 
is a Slight degree of overlap. There is some bunching of the patients 
near the normal end of the distribution. The patients at this end 
tend to be the ones who have made the better hospital adjustment, 
Those at the extreme right were patients who were most deeply 
affected by the psychosis. 

By adding still another weighting to the index, there is a con- 
siderably greater differentiation of the two groups. In the normal 
group the minimum reaction time of the regular procedure is at 
the 2-second interval, with a steady increase for the longer pre- 
paratory intervals. The patients however are less consistent, and 
tend to show the minimum reaction time at the 4-second interval. 
Hence the ratio of the 2-second to the 4-second interval is less 
than 1 for the normals, and tends to be greater than 1 for the 
patients. Multiplying the mean reaction time at the 2-second inter- 
val of the regular procedure by this ratio lowers the mean for the 
normals and raises it for the patients. Thus this procedure, in its 
turn, also tends to increase the differences between the patients 
and normals. When this factor is added to those already discussed 
the index becomes 


R \ R 
Set Index = $( ) Mn + Mir 
7.51 Mist / 4R 


This final index is used in the distribution on the lower part of 
the figure. It may be seen that there is now no overlap. The distri- 
bution of the normals is practically unchanged (there is a minor 
displacement of only one case), but that of the patients is spread 
out and displaced to the right. The two extreme patients near 
the normals are the two least deteriorated of the group. One was 
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a newly admitted paranoid who showed comparatively little effect 
of the psychosis at the time of the experiment, and who subse- 
quently achieved complete remission. The other patient was a 
paranoid who had made an excellent hospital adjustment. 


DISCUSSION. 


By the use of such an index it is possible to determine for each 
subject a single number which ranges from a low value for nor- 
mals to a high one for the more psychotic patients. The composite 
index, as constructed, was not derived arbitrarily, but is based 
entirely upon an analysis of those aspects of reaction time behavior 
which differentiate patients from normal subjects. These aspects 
describe not only the mean curves of the groups, but the data of 
the individual subjects as well. 

The findings of this experiment are consistent with the hypothesis 
that although the patients are able to attain a comparatively high 
preparatory set during the shorter intervals of the regular as 
compared to the irregular procedure, they have greater difficulty 
than do normals in maintaining the advantage. As a result they 
fall back upon a lower level of preparation at the longer intervals. 
This simpler adaptive level is essentially the same as that used in 
reacting in the irregular procedure, the conditions of which do 
not favor an optimal level of response. 

That this form of reaction time behavior is apparently a simple 
test of the patient’s ability to adapt adequately to a recurrent 
environmental stimulation seems to be indicated by the results 
obtained in differentiating the patients from the normal subjects. 
Psychologically these involve more than the measurement of simple 
reaction times. By employing longer preparatory intervals, the 
state of alertness is taxed to a maximum. The point of breakdown 
of the optimal preparatory set in the regular procedure thus be- 
comes significant for evaluating the degree to which this set was 
maintained. 

This test of the ability of the subject to reach a high level of 
preparation in meeting particular stimuli when the environmental 
situation favors it should prove of value in any program designed 
to test the various parameters of schizophrenic behavior. The 
feasibility of using a single index number in describing quanti- 
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tatively the patient’s level of response to the various aspects of 
this task should facilitate the consideration of reaction times as 
a clinical device. Since the index is not affected to as great a degree 
as simple reaction times by such factors as co-operation and 
motivation, it can serve as a criterion of normality with respect 
to the ability of the schizophrenic to reach a high level of prepara- 
tion in adaptive situations. 


SuM MARY. 


Twenty-five schizophrenic patients and 10 normal subjects were 
used in an experiment on reaction time employing preparatory 
intervals of I, 2, 4, 7.5, 15 and 25 seconds in length. Two pro- 
cedures were used. In the regular warning procedure each par- 
ticular interval was presented a number of times in succession. 
In the irregular warning procedure the various preparatory inter- 
vals were presented in a systematically random fashion. The 
principal findings were: 

1. Normals showed significantly shorter reaction times than 
did the patients, although there was a small degree of overlap. 
The shortest reaction times of the normals occurred at the 2-second 
interval in both procedures. The patients on the other hand showed 
their minimum times with somewhat longer intervals. 

2. In the normal subjects the reaction times of the regular pro- 
cedure are significantly shorter than those of the irregular pro- 
cedure at each interval except the 25-second, at which point the 
two curves crossed. The differences between the two procedures 
diminished with increase in length of interval. The schizophrenics 
gave shorter times in the regular procedure at only the I-, 2- and 
4-second intervals. At the longer intervals, the times of the regular 
procedure were actually longer than those of the irregular pro- 
cedure. 

3. A composite index was constructed on the basis of these dif- 
ferences between patients and normals, which effectively separated 
the two groups with practically no overlap. This composite index, 
which can be expressed in terms of a single number, is more 
effective in differentiating the two groups than is simple reaction 
time level. 

4. The suggestion is made that such an index has practical value 
as a clinical device. 
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Correspondence. 


BUNDLES FOR BRITAIN 
484 ParRK AVENUE. 
New YorkK City. 
July 12, 1940. 
The Editor, American Journal of Psychiatry. 
Dear Doctor: 

Faced with the horrors of immediate invasion, England is setting 
up great numbers of sub-hospitals and hospital bases throughout 
the entire country to care for the large-scale casualties which now 
seem inevitable. 

There will be an imperative need for surgical instruments and 
hospital supplies to handle this critical situation. As a voluntary 
organization of Americans, we are, therefore, appealing to the 
medical profession of America for assistance. Instruments and 
equipment, even somewhat out of date, so long as they are in good 
condition, would save untold lives at this darl 
Britain. 

We have on hand a complete list of the things for which we have 
had urgent appeals, and if you feel that you can help us we shall be 
very glad to send it to you. 

Bundles for Britain is licensed by the State Department, 235, 
to ship through the Allied Relief Fund directly to the British Red 
Cross, which distributes the articles through England. 


< moment for Great 


It is only too obvious that the question of time is of paramount 
importance at this dark hour for civilization. We hope to hear 
from you soon in regard to this work of mercy. 

Very sincerely yours, 
(Mrs.) NATALIE WALES LATHAM, President. 
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THE PENNSYLVANIA PLAN. 
(INTRAMURAL TRAINING IN PENAL PSYCHIATRY.) 
In the general field of mental maladjustments psychiatry has 
been coming slowly and laboriously into its own. In that corner 


of the field of maladjustment labelled “crime” the discipline of 
study and correction—criminology 


lags conspicuously behind. 
The need of psychiatric techniques in the study of criminal be- 
havior and in remedial measures has been widely recognized within 
recent years, and psychiatric services have been increasingly in 
demand by judicial and social agencies dealing with crime and 
delinquency. 

Criminological psychiatry is a special discipline hitherto not sys- 
tematically cultivated in this country. The State of Pennsylvania 
has now made a brave effort to remedy this defect. As long ago 
as 1929 the American Bar Association passed the following reso- 
lution, which had the approval of The American Psychiatric Asso- 
ciation and the American Medical Association. 

Resolved: 1. That there be available to every criminal and juvenile court 
a psychiatric service to assist the court in the disposition of offenders. 

2. That no criminal be sentenced for any felony in any case in which the 
judge has any discretion as to the sentence until there has been filed as part 
of the record a psychiatric report. 

3. That there be a psychiatric service available to every penal and correc- 
tional institution. 

4. That there be a psychiatric report on every prisoner convicted of a 
felony before he is released. 

5. That there be established in each state a complete system of administra- 
tive transfer and parole, and that there be no decision for or against any 
parole or any transfer from one institution to another, without a psychiatric 
report. 


With this as a starting point the State Medical Society adopted 
in 1937 a resolution sponsored by the Philadelphia County Medical 
Society to the effect : 

(1) That there be established psychiatric services to assist the 
criminal courts of the Commonwealth in the disposition of criminal 
offenders ; 
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(2) That there be established an adequate psychiatric service in 
every penal and correctional institution in the Commonwealth: 

(3) That there be a psychiatric examination and report of every 
prisoner convicted of a felony before he is paroled or commuted, 

The program was good and the next step involved ways and 
means of carrying it out, particularly of ensuring that there be 
suitably trained personnel to provide the required psychiatric ser- 
vices. A special committee of the State Medical Society, the State 
Committee on Psychiatric Services to the Criminal Courts, turned 
its attention to an educational program for the training of physicians 
in criminological psychiatry. There was formulated a fellowship 
plan for intramural training in penal psychiatry, which is designated 
“The Pennsylvania Plan”; and this plan, which has been endorsed 
by the Philadelphia Psychiatric Society, the Pennsylvania Psychi- 
atric Society and the College of Physicians of Philadelphia, has 
been made public in a report by the Joint Medico-Legal Committee 
of the Philadelphia County Medical Society and the Philadelphia 
Bar Association. 

It is proposed to establish in Pennsylvania means whereby quali- 
fied persons may as Fellows receive training in the special field of 
criminological psychiatry, such training to be under the direction 
of the Departments of Psychiatry of the University Medical and 
Graduate Medical Schools, and to include clinical experience in the 
Eastern State Penitentiary, courses in the Law School, the Medical 
School and Graduate Medical School, the Wharton School and 
attendance in the Criminal Courts. 

The term of the Fellowship is two calendar years. Candidates 
must be males not above 35 years of age, graduates of accredited 
medical schools with accredited interneship and not less than two 
years’ previous psychiatric training of acceptable character. 

The Pennsylvania Plan is something new on the American hori- 
zon and well over due. It has taken time to mature and appears 
to have been carefully thought out. Its practical execution will be 
watched with the greatest interest. 
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MEETING OF THE AMERICAN PSYCHIATRIC ASSOCIATION.— 
The 96th annual meeting of The American Psychiatric Association 
was held in the Netherland Plaza Hotel, Cincinnati, Ohio, May 20 
to 24, 1940. 

On Monday the sections on convulsive disorders and forensic 
psychiatry held their meetings in the morning and afternoon. The 
meetings of the section on convulsive disorders were joint sessions 
with the American Chapter of the International League against 
Epilepsy, and in addition to the morning and afternoon programs, 
a special joint session was held on Monday evening. Also, on 
Monday evening a special dinner meeting of the section on forensic 
psychiatry was addressed by the Hon. James V. Bennett, director 
of the Bureau of Prisons of the U. S. Department of Justice. 

One of the special features of the program in Cincinnati was a 
public meeting sponsored by The American Psychiatric Associa- 
tion, The Cincinnati Academy of Medicine, The Cincinnati Mental 
Hygiene Council and The Public Health Federation. This meeting 
was held in the Taft Auditorium. Dr. Emerson A. North, pro- 
fessor of psychiatry at the University of Cincinnati introduced the 
presiding officer, Dr. Rock Sleyster, president of the American 
Medical Association. The main addresses were given by Dr. 
Edward A. Strecker, Dr. Flanders Dunbar and Dr. Winfred 
Overholser. 

The general session opened Tuesday morning, Dr. Thomas A. 
Ratliff, chairman of the Committee on Arrangements introducing 
Rt. Rev. Monsignor R. Marcellus Wagner who gave the invoca- 
tion, the Hon. James G. Stewart, Mayor of Cincinnati, Dr. E. O. 
Swartz, president of the Cincinnati Academy of Medicine, Dr. 
Parke G. Smith, president of the Ohio State Medical Association, 
and Dr. Charles L. Sherwood, director of Public Welfare of the 
State of Ohio, who made brief addresses of welcome. Dr. George 
H. Stevenson, president-elect, responded and then took the chair 
while the president, William C. Sandy, M. D., delivered a very in- 
teresting and informative annual address. 
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The Association paid tribute to the memory of 31 deceased 
members, and Dr. Richard H. Hutchings, past president, gave a 
memorial tribute to Dr. G. Alder Blumer who was president in 
1902-1903. 

Three section meetings on Tuesday afternoon included a sym- 
posium on community psychiatry, and papers on clinical studies and 
studies from the laboratory. 

On Tuesday evening six round tables were held, the subjects 
being college mental hygiene, diagnostic clinics as an aid to the 
treatment and prognosis of juvenile delinquency, present day trends 
in neuropsychiatric research, psychiatric nursing, shortening psy- 
chotherapy and Veterans Administration. The round tables were 
well attended and provided an interesting evening of discussion. 

On Wednesday morning there was a joint session with the 
section on psychoanalysis and The American Psychoanalytic Asso- 
ciation and sections on therapy, and function and brain pathology. 

On Wednesday evening the annual dinner was held in the main 
ballroom. Over 500 members and guests attended the dinner and 
had the pleasure of hearing Major Norman A. Imrie, associate 
editor of the Columbus Dispatch, who delivered the main address. 
The University of Cincinnati Glee Club entertained the audience 
with an excellent program of choral singing. An interesting inno- 
vation this year was the presentation of Fellowship Certificates by 
the president to those who were elected to fellowship in 1939. The 
president’s reception was followed by dancing in the Pavilion 
Caprice. 

On Thursday morning and afternoon there were well attended 
sections dealing with studies in pharmacological shock therapy, 
clinical and therapeutic studies, child psychiatry, and miscellaneous 
problems ; and a joint session with the section on mental deficiency 
was held Thursday afternoon. 

On Thursday evening there were six round table dinner dis- 
cussions, the subjects being application of psychoanalysis to sociol- 
ogy, occupational therapy, pharmacological shock therapy, psychia- 
try and military mobilization, the experimental methods in psy- 
chiatric investigation and the use and training of social workers in 
mental hospitals. 

On Friday morning there were three sections, the subjects being 
studies in schizophrenia, mental deficiency, and miscellaneous topics. 
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At the end of section I, the new president, Dr. George H. Stevenson 
of London, Ontario, Canada, was inducted into office. 

An unusually fine arrangement of scientific exhibits was pre- 
pared under the special direction of Dr. Walter L. Bruetsch of 
Indianapolis. One of the outstanding features was the special show- 
ing of motion pictures under the supervision of Dr. J. D. Reichard 
of Lexington, Kentucky. 

The commercial exhibits were somewhat larger this year and 
included books, apparatus and other displays of interest to mental 
hospital administrators. 

Much of the success of the meeting was due to the excellent 
work of the Committee on Arrangements with Dr. Thomas A. 
Ratliff as chairman. Special mention should be made of the excel- 
lent program offered by the Ladies Committee under the direction 
of Mrs. E. A. Baber, chairman. The program included luncheons, 
sightseeing trips to the plant of the American Laundry Machinery 
Company, Rookwood Pottery, the Taft Museum and a boat trip, 
all of which were well attended. 

In accordance with the report of the Board of Examiners and 
upon recommendation of the Council, the Association elected 80 to 
associate membership, 171 to membership, 18 were transferred 
from associate membership to membership, 21 transferred from 
membership to fellowship, 1 member reinstated, and 4 fellows rein- 
stated. 

The following were elected officers for 1940-41: 

George H. Stevenson, M.D., President, London, Ont., Canada. 

H. Douglas Singer, M.D., President-Elect, Chicago, IIl. 

Arthur H. Ruggles, M.D., Secretary-Treasurer, Providence, R. I. 

Council members elected for three years: William C. Sandy, M.D., 
Harrisburg, Pa.; Frederick W. Parsons, M. D., New York, N. Y.; Bernard 
T. McGhie, M.D., Toronto, Canada; and Le Roy M. A. Maeder, M.D., 
Philadelphia, Pa. 

Horace G. Ripley, M.D., Brattleboro, Vermont, was elected an auditor 
for three years. 

The following were elected officers of the sections for 1940-41 : 

Section on Convulsive Disorders: Albert W. Pigott, M.D., chairman, 
Skillman, N. J., and Raymond W. Waggoner, M. D., secretary, Ann Arbor, 
Mich. 

Section on Forensic Psychiatry: Lowell S. Selling, M.D., chairman, 
Detroit, Mich., and Walter Bromberg, M. D., secretary, New York, N. Y. 

Section on Mental Deficiency: Louis A. Lurie, M. D., chairman, Cincinnati, 
Ohio, and Oscar J. Raeder, M. D., secretary, Boston, Mass. 
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Section on Psychoanalysis: Karl A. Menninger, M. D., chairman, Topeka, 
Kansas, and Lewis B. Hill, M. D., secretary, Baltimore, Md. 

It was announced that the ninety-seventh annual meeting will be 
held in Richmond, Virginia, the selection of the hotel and the date 
to be announced later. 

The total registration was 1213, of which number 616 were 
members. I am glad to report that this exceeds all previous records 
for membership attendance 

The interest in the meeting and the large attendance of mem- 
bers constitute a real tribute to the fine program prépared under 
the direction of Dr. Roscoe W. Hall, chairman of the Program 
Committee and the work of the Committee on Public Education 
under the leadership of Dr. C. C. Burlingame, chairman. 

The Netherland Plaza Hotel provided excellent facilities and the 
meeting was greatly aided by the services of Mr. William Horst- 
man, sales manager of the Hotel... The registration tables were also 
handled in an efficient manner by the representatives of the Cin- 
cinnati Chamber of Commerce, who not only furnished girls for 
the registration desk, but also girls and typewriters for the publicity. 
The active support of the local Committee on Arrangements under 
the direction of Dr. Thomas A. Ratliff is greatly appreciated as 
well as the work of Mr. Austin M. Davies, executive assistant, and 
his secretaries. 


ARTHUR H. Ruacves, M. D., Secretary. 


DeaTtH oF Dr. HENRY DEviINeE.—Lacking one day of attaining 
the age of 61, Dr. Henry Devine, one of Britain’s most dis- 
tinguished psychiatrists, died May 1, 1940, at Portsmouth, England. 

Outside his native land, Dr. Devine was naturally best known 
by his writings, notably his Recent Advances in Psychiatry, the 
first edition of which appeared in 1929 (second edition, 1933), and 
which established itself as a reliable and valuable review of con- 
temporary progress. His contribution on the psychoses to the 
Encyclopedia Brittanica and his conduct of the section on psy- 
chiatry in the Medical Annual for many years are testimonials to 
his psychiatric erudition. 

From the beginning of his professional career Dr. Devine’s in- 
terest was in psychological medicine. A gold medalist in psychiatry 
in his final medical examinations, he later received the Gaskell 
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prize of the Medico-Psychological Association which made possible 
a period of study under Kraepelin at Munich. He served in vari- 
ous hospitals of the London County Council, was superintendent 
of the Portsmouth mental hospital when during the Great War it 
became a military hospital, and as officer commanding he was 
awarded the O. B. E. Eventually he took over the superintendency 
of the Holloway Sanatorium at Virginia Water, which position be 
held until his retirement because of failing health in 1938. 

Dr. Devine’s scholarship and literary talents were turned to ac- 
count in his work as a member of the editorial staff of the Journal 
of Mental Science from 1916 to 1927, during the last seven years 
of which period be was co-editor. 


MENTAL HyGIENE AT THE Wor Lp’s Fair.—Education for men- 
tal as well as physical health again receives appropriate emphasis 
in the medical and health exhibits set up at the New York World’s 
Fair during the 1940 season. A new edition of the mental hygiene 
exhibit sponsored by the National Committee for Mental Hygiene 
last year has been organized by the American Museum of Health, 
which is in charge of the Medical and Health Building and will 
retain the various displays for its permanent exhibit after the Fair. 

As before, the exhibit undertakes to convey in simple but dynamic 
fashion some of the fundamental teachings of mental hygiene, 
stressing the personal application of mental health principles and 
practices. The main features, chiefly mechanical devices, include a 
“question box,” flashing some of the more common questions in 
the field of mental health, together with authoritative answers; a 


“mental balance machine,” illustrating the balancing of forces of 
personality in dealing with various life situations ; and a distortion 
mirror, symbolizing the concept of insight, one’s assets and liabili- 
ties, and other personality factors, summed up in the familiar pre- 
cept, “know thyself.” 

Judging from the experience of last season, this experiment in 
mass health education promises again to serve a useful purpose. 
The medical and health exhibits were among the most popular at 
the 1939 Fair, attracting some 7,500,000 visitors out of a total 
Fair attendance of 26,000,000. 
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DrirEcTory OF PsyCHIATRIC CLINICS IN THE UNITED STATES, 
1940.—The National Committee for Mental Hygiene announces 
the publication of a revised (sixth edition) Directory of Psychiatric 
Clinics in the United States showing the mental health services 
available for children and adults. The new canvass on which the 
Directory is based reveals over 700 public clinics in operation in 
440 cities, towns and villages, in 34 states. The Directory defines 
a clinic as one that has a psychiatrist in attendance at regularly 
scheduled hours ; and the services offered as “those available gen- 
erally to persons in the lower income brackets who would under 
usual conditions be eligible for free or low-cost medical care at a 
dispensary.” . It lists the clinics by title, location, hours of appoint- 
ment, personnel in attendance and the auspices under which they 
are held. Teachers, nurses, doctors, ministers, social workers and 
others will find it of practical value in directing parents, troubled 
by behavior disorders in their children, or adults concerned about 
their own mental health, to sources of competent professional ad- 
vice and help. The Directory can be secured from The National 
Committee for Mental Hygiene, 50 West soth Street, New York 
City, at fifty cents per copy. Orders should be accompanied by 
remittance. 


AMERICAN COLLEGE OF PHYSICIANS 1941 MEETING.—The 
twenty-fifth annual session of the American College of Physicians 
will be held in Boston, with general headquarters at the Statler 
Hotel, April 21-25, 1941. | 

Dr. James D. Bruce of Ann Arbor, Mich., is president of the 
College and will have charge of the program of general scientific 
sessions. Dr. William B. Breed of Boston has been appointed gen- 
eral chairman of the session, and will be in charge of the program 
of clinics and demonstrations in the hospitals and medical schools 
and of the program of panel and round table discussions to be con- 
ducted at the headquarters. 


GRADUATION INSTRUCTION AT PENNSYLVANIA HospPITAL.—For 
the training of fellows and other physicians in their first year of 
mental hospital work the Department for Mental Diseases of the 
Pennsylvania Hospital has established a course of lectures, one 
hour three days a week, from August to May inclusive 
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The lectures are given by members of staff and several others 
and cover the field of clinical psychiatry, laboratory studies includ- 
ing electroencephalography, the personality factor, heredity, endo- 
crine features, psychosomatic medicine, anthropological data, or- 
ganic psychoses including encephalitis and paresis, the psycho- 
neuroses, mental deficiency, the problem of alcoholism, social 
aspects of psychiatry, child guidance, language disorders, psycho- 
logical systems, x-ray diagnosis, the Rorschach test, legal aspects 
of psychiatry, treatment methods including narcosis therapy, shock 
therapy, malarial treatment, hypnosis, psychoanalysis, artistic activi- 
ties, follow-up methods. 


EXTRAMURAL CARE IN CALIFORNIA.—Dr. Aaron J. Rosanoff, 
director of the Department of Institutions of the State of Cali- 
fornia, in his May report to the Governor states that at the end of 
April 1940 the number of patients on parole from the seven men- 
tal hospitals in the state attained the all time record figure of 3,983, 
constituting I1 per cent of all patients on the books of the mental 
hospitals. 

The present policy of greatly increased extramural care was 
inaugurated in February 1939, and during the succeeding fifteen 
months the number of patients maintained outside the institutions 
had increased from 2,976 on January 31, 1939, to 3,983 on 
April 30, 1940. 

It is estimated that with adequate out-patient services and staff 
of social workers at least 20 per cent of state hospital patients can 
be carried under extramural care. This is the goal toward which 
the Department of Institutions in California is working. 


FELLOWSHIP OPPORTUNITIES IN CHILD Psycu1AtTry.—A limited 
number of fellowships have been provided by The Commonwealth 
Fund and other sources for training in extramural, especially child 
psychiatry. These fellowships are to be administered by The 
National Committee for Mental Hygiene, through whom fellows 
are to be assigned for one or two years to a selected child guidance 
clinic, the term and plan of the fellowship to be determined by the 
peculiar needs of the fellows. Candidates for fellowship award 
should have had at least two years of psychiatry in an approved 
mental hospital, in addition to other qualities fitting them for extra- 
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mural service. These fellowships come in response to a definite 
paucity of personnel in this field. Accordingly, other conditions 
as to age, sex, marital status, etc., must be governed by individual 
cases and by the nature of current demand. Requests for further 
information about these fellowships, and applications therefor, 
should be addressed to Dr. Milton E. Kirkpatrick, The Nationa] 
Committee for Mental Hygiene, Room 822, 50 West soth Street, 
New York, N. Y. 


Dr. Horace K. RicHARDSON HEADS THE AUSTEN Riccs Foun- 
DATION.—At the annual meeting of the Austen Riggs Foundation, 
Inc., held in Stockbridge, Massachusetts, on May 11, 1940, Horace 
K. Richardson, M.D., F. A.C. P., was selected medical director 
of the Foundation, succeeding Austen Fox Riggs, M.D., who 
died on March 5, 1940. Robert B. Hiden, M.D., was elected 
senior assistant medical director, and Charles H. Kimberly, M. D., 
junior assistant medical director. 


MEMORIAL NuMBERS, BULLETIN OF THE MASSACHUSETTS Dr- 
PARTMENT OF MENTAL HEALTH.—Dr. Clifton T. Perkins, Com- 
missioner of Mental Health, Massachusetts, wishes it to be known 
that there are available for free distribution a few copies of the 
Bulletin of the Department issued as special memorial numbers. 
These are: 

The W. E. Fernald Memorial Number, April 1930, containing 
articles by Wallace, Salmon, Baker, Greene, Wylie, Smith, Cheney, 
Raymond, Parsons, Myerson, Timme, Raeder, Potter and Woodill. 


The George L. Wallace Memorial Number, October 1932, con- 
taining articles by Wallace, Pratt, Overholser, Raymond, Dayton, 
Watkins and McPherson. 

The George M. Kline Memorial Number, April 1934, contain- 
ing articles by May, Meyer, Albert M. Barrett, Campbell, Bonner, 
Adams, Overholser, Thom, Halloran, Curtis, Joseph E. Barrett 
and Dayton. 


Anyone wishing one or more of these memorial issues of the 
Bulletin should write to Dr. Perkins at 100 Nashua St., Boston, 


Mass., enclosing 14¢ postage stamp for each issue desired. 
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ANNOUNCEMENT OF A STUDY TO EVALUATE ORIGINAL SERO- 
LoGic TESTS FOR SyPHILIS.—More than five years ago the Com- 
mittee on Evaluation of Serodiagnostic Tests for Syphilis, in co- 
operation with the United States Public Health Service, conducted 
a study to evaluate original serologic tests for syphilis or modifica- 
tions thereof in the United States. The results of this study were 
published shortly after the investigation was completed.* 

Consideration is now being given by the Committee to the or- 
ganization of a second evaluation study of original serologic tests 
for syphilis or modifications thereof within the next year. If the 
need for an investigation of this kind seems to justify the cost, 
invitations will be extended to the authors of such serologic tests 
who reside in the United States, or who may be able to participate 
by the designation of a serologist who will represent them in this 
country. The second evaluation study will be conducted utilizing 
methods comparable to those employed in the first study.” 

Serologists who have an original serologic test for syphilis or an 
original modification thereof and who desire to participate in the 
second evaluation study should submit their applications not later 
than October 1, 1940. The applications must be accompanied by a 
complete description of the technic of the author’s serologic test 
or modification. All correspondence should be directed to the 
Surgeon General, United States Public Health Service, Wash- 
ington, D. C. 


CONFERENCE ON SCIENCE, PHILOSOPHY AND RELIGION.—An- 
nouncement has been made that a Conference on Science, Philoso- 
phy and Religion will be held September 9-11 at the Jewish Theo- 
logical Seminary of America in New York City. Invitations have 
been issued to over a thousand institutions of higher learning, ex- 
perimental laboratories, and learned societies to send official dele- 
gates to the sessions of the Conference. 

The invitations have been issued in the name of the 81 founding 
members of the Conference, including the outstanding men of 
science, philosophy and religion in the country. The Conference 
will discuss “Science, Philosophy and Religion in Their Relation 


1Ven. Dis. Inform., 16: 189. Washington. June 1935. J. A. M. A., 104: 
2083. Chicago. June 8, 1935. 
2J. A. M. A., 103: 1705. Chicago. Dec. 1, 1934. 


ily 

ite 

ns 

ual 

ner 

or, 

nal 

et, 

on, 

ace 

tor 

who 

ted 

D., 


238 NEWS AND NOTES [ July 


to the Democratic Way of Life.” The invitation states that “clearly 
the time has come when those who are helping to fashion an 
American way of life should try to meet one another, to reach a 
mutual understanding and, if possible, to formulate a basis on 
which they may cooperate for the preservation of democratic 
ideals.” 

The founding members of the Conference will meet September 9. 
On September to and 11, there will be public sessions at which 
papers will be read by scholars in the three cooperating disciplines, 
The schedule of the papers follows: 


Tuesday, September 10, 10.00 a. m. THE Soctat Sciences. Papers by 
Harry J. Carman and Robert M. Maclver of Columbia University, Pitirim A. 
Sorokin of Harvard University, and Edwin E. Aubrey of the University of 
Chicago (by title). 

2.30 p.m. Puitosopuy. Papers by Mortimer J. Adler of the University of 
Chicago, Douglas C. Macintosh of Yale University, and Jacques Maritain of 
the Institut Catholique, Paris 

Wednesday, September 11, 10.00 a. m. THE NATURAL Sciences. Papers by 
Edwin G. Conklin of Princeton University, Philipp Frank of Harvard Uni- 
versity, Harold D. Lasswell of the Washington School of Psychiatry, and 
Albert Einstein of the Institute for Advanced Study, Princeton (by title). 

2.30 p.m. RELIGION AND THE PHILOsopHY or Epucation. Papers by 
W. Ernest Johnson of Teachers College, Columbia University, Anton C. 
Pegis of Fordham University, and Paul Weiss of Bryn Mawr College. 


Dr. OVERHOLSER HONORED BY BoSTON UNIVERSITY.—Dr. 
Winfred Overholser, superintendent of Saint Elizabeths Hospital, 
Washington, since 1937, has been awarded the honorary degree 
of Doctor of Science by Boston University, from which he received 
his M. D. degree in 1916. 

For many years Dr. Overholser was associated with the Massa- 
chusetts State Hospital Service, occupying staff positions in several 
of the hospitals, and finally becoming Commissioner of the De- 
partment of Mental Diseases in 1934. He was also professor of 
psychiatry at the Boston University School of Medicine and 
lecturer at the Boston University School of Law. 

Recognized as one of the foremost authorities in psychiatry and 
criminology Dr. Overholser now administers the almost century 
old and internationally famous Saint Elizabeth’s Hospital, and is 
professor of psychiatry at the George Washington University 
School of Medicine, Washington, D. C. 
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DEATH OF Dr. WILHELM STEKEL.—One of the pioneer asso- 
ciates of Sigmund Freud, Dr. Wilhelm Stekel died in London, 
June 22, 1940, at the age of 74. 

In the early days of psychoanalysis Stekel belonged to the inner 
circle which included also Adler and Jung. Each departed his 
individual way from freudian orthodoxy. Stekel, one of its earliest 
champions, became later one of its most determined critics. He 
lectured in the United States in 1921. His final work “Technique 
of Analytical Psychotherapy” was published this year. 


Cuitp IssuE or THE JouRNAL-LANcCET.—The 
May 1940 issue of The Journal-Lancet, which represents the 
medical profession of Minnesota, North Dakota, South Dakota 
and Montana, devotes a large portion of its space to the problems 
of child psychiatry with Dr. Eric Kent Clarke and Dr. Chester A. 
Stewart as guest editors. 

There are presented articles by Dr. William S. Langford of 
New York, “Some Aspects of a Mental Hygiene Program in Early 
Childhood”; Dr. Bryng Bryngelson of Minneapolis, “Etiology and 
Management of Speech Disorders”; Dr. Paul Dozier of Phila- 
delphia, “Specific Reading Disability”; Dr. William G. Lennox 
of Boston, “Epilepsy Research and Mining” ; Dr. Bronson Crothers 
of Boston, ‘““Mental Hygiene as Related to Chronic Illness”; 
Dr. Eric Kent Clarke of Minneapolis, “The Psychiatric Clinic 
for Children of the University Hospital’; Dr. Henry C. Schu- 
macher of Cleveland, “Studies of Physical Defects in Delinquents.” 

The Journal-Lancet is to be congratulated in bringing before 
the medical profession of the large territory it represents some 
of the major isssues of the mental hygiene of childhood with which 
it is so important for the physician to be acquainted. 


MASSACHUSETTS SOCIETY FOR RESEARCH IN PsyCHIATRY.—On 
May 2, 1940, the Massachusetts Society for Research in Psychiatry 
was organized and held its first meeting. The object of the Society 
is to stimulate research in psychiatric medicine and allied sciences 
in the mental hospitals of the Commonwealth. It is proposed to 
hold meetings six times yearly at the various hospitals at which 
will be presented symposia as well as informal discussion of 
projects, methods and techniques and work in progress. 

16 
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Officers for the current year are: president, William Malamud 
M.D., vice-president, Paul Yakovlev, M.D., and_ secretary. 
treasurer, Kenneth J. Tillotson, M. D. 


AMERICAN HosPITAL ASSOCIATION.—The 42nd annual convep- 
tion of the American Hospital Association will be held in Boston, 
Mass., September 16 to 20, 1940. The extensive program of the 
combined associations covers all phases of hospital administration, 
Concurrent conventions will be held by the American Protestant 
Hospital Association, the American College of Hospital Adminis. 
trators, the American Occupational Therapy Association and the 
American Association of Nurse Anesthetists 

A complete program and list of Boston hotels will be found in 
the August issue of Hospitals. 


DELAWARE STATE MEDICAL JOURNAI \gain the Delaware 
State Medical Journal issues a mental hygiene number. This is 
the issue for May 1940, which is made up entirely by contributions 
from Dr. M. A. Tarumianz, superintendent of the Delaware State 
Hospital, and his staff. Dr. Tarumianz discusses the subject “Crime 
and Psychiatry”; and there is an illustrated article on “Endocrine 
Therapy in Mongolian Idiocy” by the consulting endocrinologist, 
Dr. Charles William Dunn of Philadelphia. There are case studies 
and reports of various clinical types including some of the neuro- 
logical and somatic aspects of psychiatry and the mental hygiene 
of childhood. 


Dr. HutcuHincs HoNnorep By CoLGATE UNIvERsITy.—Dr. 
Richard Henry Hutchings, superintendent emeritus of the Utica 
State Hospital and president of The American Psychiatric Asso- 
ciation 1938-1939, has recently had conferred upon him by Colgate 
University the honorary degree of Doctor of Science. This is 
another in a series of honors which have come to Dr. Hutchings, 
especially within recent years in recognition of his conspicuous 
services to psychiatry in the State of New York, and his effective 
work as educator, administrator and author. 
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PsYCHIATRIE MEDICALE, PHYSIOLOGIQUE ET EXPERIMENTALE. SEMEIOLOGIE- 
THERAPEUTIQUE. By Dr. H. Baruk, physician-in-chief, Government Hos- 
pital for Mental Diseases, Charenton, Paris. (Paris: Masson et Cie., 
1938. ) 


The volume, consisting of 827 pages, is not a textbook of psychiatry, but 
represents a résumé of the work which has been done in the past two decades 
by the outstanding groups of French psychiatrists. Baruk speaks of the 
studies as the beginning of a physiological and experimental psychiatry which, 
he hopes, will ultimately replace descriptive psychiatry. In introducing the 
author to the American audience one may say that he belongs with de Jong 
to the pioneers who have applied the methods of pharmacological experi- 
mentation to psychiatry, by producing experimental catatonia in animals with 
bulbocapnine. But, as he points out, the biologic approach will not explain 
completely the basis of personality, emphasizing that one should not lose sight 
of the psychologic aspects of human behavior. 

The first chapter deals with a review of the search for a “method” in the 
study of mental diseases. In the days of Pinel and Esquirol, psychiatry used 
the same methods as general medicine, on the one hand clinical observation 
and on the other anatomical correlation. It was with this method that in 1822 
Bayle, a pupil of Laennec, made the important observation on the gross 
changes of dementia paralytica at the institution in Charenton, located in the 
suburbs of Paris, of which Baruk is now director. Later, by anatomical 
thinking the concept of dementia was developed intimately connected with 
irreversible structural disintegration of some of the cortical elements. The 
earlier hopes of finding the basic cause of other large groups of mental 
diseases by using the same methods resulted in great disillusionment. This 
opened the door to numerous philosophical interpretations of the psychoses, 
and psychiatry was in the danger of being eliminated as a scientific branch 
of medicine. A reaction to this tendency was inevitable, and the period of 
neurological concepts in psychiatry made its appearance. Attempts were 
made to show that the complex structure of the psychoses could be reduced 
to “neurologic automatism” using the expression of Mignard, and the psycho- 
pathologic expressions were considered only of secondary importance. Analo- 
gies were taken in part from the results of the researches on the sequelz of 
lethargic encephalitis. These efforts, however, could not withstand rigorous 
criticism. The nosologic concept of Kraepelin emphasized prognosis but paid 
little attention to the ever-changing realities of everyday clinical experience. 
The psychologic approach deepened the study of the structure of the human 
personality, but deliberately left out of consideration the etiologic factors. 
The neurologic concept put in the foreground the somatic aspect, but in too 
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rigid a form and did not consider the variations of the evolution of the 
psychoses and was not at all concerned with psychotherapeutic measures, 
None of the various orientations is entirely satisfactory. Every one, however, 
is useful within certain limits and has its merits. It had then been tried to 
bring together the different approaches in one scheme, but such attempts have 
usually led to a juxtaposition and did not help greatly to understand such a 
complex problem as the psychoses. One has to search, therefore, for an 
approach which permits to see the problem in its entirety, utilizing a syn- 
thesis of all the known medical and psychological facts. The author attempts 
to show how this can be done in the successive chapters of the book. 

Baruk has done extensive work on psychoses with brain tumors. He quotes 
the instance of an infiltrating glioma of the left temporal lobe producing the 
picture of schizophrenia. On the service of Dr. Vincent he has seen several 
cases of tumors of the frontal lobes associated with a paranoid symptom 
complex. Detailed clinical studies revealed a psychopathology which could 
not be differentiated from that present in schizophrenia. He also has observed 
a typical manic phase in a case of a meningioma of the temporal region. In 
all these cases the mental symptoms preceded the somatic signs (vertigo, 
headaches, etc.) for months. Another of Baruk’s patients presented for more 
than 15 years periodic headaches in the form of migraine accompanied by an 
anxiety state. The symptoms disappeared after the patient had established 
regular sexual contacts, and the case was interpreted as a psychosexual dis- 
turbance of the Freudian type. But the day arrived, when the symptoms 
could no longer be influenced by this method. The migraine was replaced by 
fits of jacksonian epilepsy, suggesting a brain tumor. Surgical intervention 
revealed an angioma in the right parietal region. An organic lesion had here 
precipitated a psychopathic state which could be ameliorated temporarily by 
adjusting the emotional and sexual life of the patient. The chapter is replete 
with other excellent observations on mental manifestations of brain tumors, 
and whoever writes on this phase of psychiatry should not fail to consult 
the book. 

A large part of the volume is taken up with the French studies on catatonic 
dementia precox. One chapter gives a description of the main symptoms 
followed by a brief account of their evolution. The instance of a catatonic 
patient is cited who recovered suddenly when the President of the French 
Republic inspected the institution. After several years the patient was read- 
mitted and again emerged from a catatonic phase, when a spinal puncture 
was done. Other catatonic patients improved following physical sickness and 
have remained well for years. On the other hand, catatonia may be the 
prelude of a progressive mental deterioration terminating in dementia. It was 
the latter group which induced Kraepelin to include the catatonia of Kahl- 
baum in the group of dementia precox, an opinion which is now shared by 
most psychiatrists. Today catatonia is synonymous with dementia pracox, 
although symptomatic catatonia is seen in other types of mental disease. 
Attention is directed to the development of a rapidly progressing pulmonary 
tuberculosis during the stage of catatonic immobilization. In the final stage 
of tuberculosis, not infrequently, the patient’s mental condition improves con- 
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siderably. Baruk asks justly: What is the explanation of all these peculiar 
phenomena? He feels that the psychoanalytic efforts to explain catatonia 
have failed and its causes are still shrouded in mystery. 

Several chapters are devoted to physiologic studies on catatonia. If the 
peculiar immobility of the catatonics is due to muscular disturbances which 
impede voluntary action, it is advantageous to make comparisons with the 
motor disturbances of other neurologic syndromes such as the parkinsonian 
and striate symptom complexes. A group of collaborators from various fields 
studied postural reflexes with the electromyographic methods, others made 
observations on chronaxie and on the labyrinthine reflexes and measured the 
elimination of creatine and creatinine. These studies are reported in great 
detail. During catatonic rigidity and in the course of the cataleptic attitudes 
there are muscle action currents with major oscillations analogous to those 
which are observed during a voluntary contraction. The electromyographic 
curves showed that there is an intricate combination of psychic factors and 
of motor phenomena and that the catatonic phenomena represent possibly 
subconscious responses. Animal experimentation was resorted to in the 
studies on the pathogenesis of catatonia. Baruk does not believe that animal 
experimentation is incompatible with psychiatric methods. Having no clinical 
knowledge of human catatonia, the earlier observers interpreted catalepsy as 
a muscular phenomenon, but did not connect it with a psychic component. 
They missed the psychomotor nature. The experiments of Baruk and de Jong 
showed the following: bulbocapnine immobilization consists mainly of a 
motor inhibition. The animals are immobilized by a simple change of muscle 
tonus which prohibits them from spontaneous movements. The same two 
phenomena, which may be observed in patients, are noted in animals intoxi- 
cated with bulbocapnine: abolition of the initiative, passivity and negativism. 
In addition, one observes in animals as in patients hyperkinetic and auto- 
matic movements. The “attitude in flexion,”* so characteristic of human cata- 
tonia, is known to French psychiatrists as the posture of the “thinker of 
Rodin.” The experiments of de Jong and Baruk are of particular value 
because they have been made in close collaboration with psychiatric experi- 
ence and physiological technique. Bulbocapnine catatonia is to a certain 
measure only obtainable in animals with a neo-cortex. This opens interesting 
avenues in relation to the highest psychomotor functions in the development 
of the nervous system. As in patients so sees one in animals from one 
moment to the next, depending probably on the stage of intoxication, interest- 
ing spontaneous variations of catatonia. The animal may pass from an almost 
normal stage into a petrified appearance or may present sudden impulsive 
acts. Besides these spontaneous variations there are the provoked variations. 
Baruk has insisted that in certain catatonic patients the symptoms may 
disappear entirely under the effect of psychic diversions. Using certain doses 
of bulbocapnine the same observation can be made in animals. In general, 
small doses of bulbocapnine produce sleep. Medium doses lead to catalepsy 
and negativism, somewhat higher doses induce hyperkinesis, impulsive acts 
and automatic movements. Extreme doses release epileptic seizures. The 
clinical analogy is impressive. The catatonic patients are first motionless, 
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rigid, cataleptic, then suddenly they may pass into an impulsive episode and 
automatic agitation. The question is raised: Doesn’t one recognize here 
various stages of intoxication which can be produced in experimental animals? 
And in rare instances of human catatonia terminal epileptiform seizures have 
been observed. These manifestations, hitherto poorly understood, become 
clearer with experimental facts. Particularly striking is the rdle which 
fatigue and the emotions play in the bulbocapnine intoxicated animal. Two 
groups of animals were treated with the same doses of bulbocapnine. The 
animals which were kept in quiet surroundings recovered very rapidly after 
the period of toxic phenomena had passed off. The other group of animals 
was submitted to various noises or forced to carry out exercises. Soon the 
toxic symptoms became worse, catatonia was more pronounced followed at 
times by epileptic convulsions and death. Not infrequently, a catatonic stage 
in patients will reappear as the result of an emotional upset or of fatigue. 
The clinician should therefore insist that these patients are given the utmost 
care and consideration. 

The book contains a chapter on hysteria and obsessions with an outline for 
treatment. This is followed by a discussion of hallucinations, psychosomatic 
relationships and interesting comments on mental anorexia 

One chapter concerns itself with therapeutic principles. Baruk is critical 
of the new shock treatments for scientific reasons as well as on moral grounds, 
at least in their present form. (When the reviewer of this book visited the 
institution at Charenton in the summer of 1938, insulin and metrazol therapy 
was not used.) Baruk voices criticism not because he is opposed to active 
therapy; quite to the contrary. For many years he has been a champion of 
intensive treatment. But just because therapy is so essential he raises protest 
against hit and miss methods, which ultimately will discredit all therapeutic 
efforts. The present attitude is, in his opinion, not therapeutic action, but 
therapeutic agitation. Therapeutic experimentation has its limits, and one 
should not forget that mental patients are human beings. Some feel justified 
to resort to such dangerous a 
with a hopeless situation. 1 
stands the very possibilities of therapeutic efforts 

The last part of the volume is devoted to administrative problems. It has 
been the trend of the past years to have th 
“narrowly” specialized. This has been a mistake. In order to do successful 
psychiatric research in the future, efforts should be made to attract men with 
different viewpoints and with various types of specialized training. The 
liaison with general medicine should be cultivated. 

The organization of the Charenton institution is outlined which is the oldest 
mental hospital in France. La Maison de Charenton was founded in 1641, but 
only in 1797 was it turned over to the care of mental patients. In 1825 
Esquirol, a pupil of Pinel, became head of the institution and with him begins 
one of the brilliant periods of Charenton. Pinel and Esquirol attributed an im- 
portant role in the causation of mental diseases to moral and passionate causes. 
Bayle, a young physician at Charenton, recognized in 1822 that there is an or- 
ganic component in some mental disorders. The school of Esquirol was unlike 


and inhumane methods saying that one is dealing 


1 
I 


e young psychiatrist highly and 


19 
the 

wh 
for 
pu 

not 
| 

of 

is i 

tho 

TH 

an 
“the 
the 

mez 

as 
thi 
is € 
abil 

util 

defi 

au 
long 

adu 

T 

it h 

sco 

not 
an | 

but 

The 

abs 
rem 

that 
rapi 

the 

gro 


1940] BOOK REVIEWS 245 


the dogmatic schools, where the pupils were taught a prepared doctrine of 
which they became immediately its propagandists. An authoritarian spirit was 
foreign to Esquirol. His broadmindedness respected the personality of his 
pupils as well as the ideas of other schools. To the American reader it is 
noteworthy that there is no reference made to psychobiology. 

The bibliography contains 628 contributions mostly in French. 

The book is written in simple and concise language and represents the best 
of contemporary French psychiatry. One can urge on the psychiatrist who 
is interested to know what is going on outside of American Psychiatry a 
thorough acquaintance with this book. 

Wa tter L. Bruetscu, M. D., 
Central State Hospital, Indianapolis. 


Tue MEASUREMENT OF ADULT INTELLIGENCE. By David Wechsler. (Balti- 
more: Williams & Wilkins Co., 1939.) 


This volume serves as an introduction to the Bellevue Intelligence Tests 
and includes a manual for their. administration. The first part is devoted to 
“the nature and classification of intelligence,” the second and third parts to 
the tests. It may be recommended to any physician who is interested in the 
measurement or the theories of intelligence. 

As a basis for the construction of the scales the author defines intelligence 
as “The aggregate or global capacity of the individual to act purposefully, to 
think rationally and to deal effectively with his environment,” which definition 
is elaborated by the statement that intelligence is not only mental energy, the 
ability to educe relations or the intellective factor, but also the ability to 
utilize this energy or to exercise this ability in contextual situations. The 
definition may be questioned, but it does have the pragmatic value of being 
a useful concept in developing a test for adult intelligence. The tests fill a 
long-recognized need by providing material suitable to and standardized for 
adults. 

The author’s criticism of the concept of mental age as confusing in that 
it has two meanings, one that it is the mean score of individuals of that 
chronological age, and the other that it is an artificial extension expressing 
scores above average in terms of years and months, is justified but is probably 
not so seriously confusing as he indicates. The formula given for obtaining 
an I.Q. makes an exact expression of what should be generally recognized 
but which is seldom explicitly stated. The formula is 

I ___ attained or actual score . 

"expected mean score for age 
The use of a common divisor for adults whether it be 14, 15, or 16 leads to 
absurd conclusions because it depends on the assumption that M.A. scores 
remain constant throughout adult life. Results on the Bellevue Test indicate 
that scores of mental ability begin to fall off at the age of 22 and decrease 
rapidly after 35. The author maintains that the average score on the test for 
the age group should be used in computing the I. Q. for any person of that 
group. He does, however, give efficiency quotients based on the I. Q.’s of the 
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group from 20-24. For practical purposes, it is quite possible that the effi- 
ciency quotients would be more useful, since in considering the adjustment 
of a patient of 60, we are rather more interested in comparing his performance 
on a test with adults in general than with 60-year-old adults. 

The scales consist of 10 separate tests and an alternate: information 
general comprehension, combined memory span for digits forwards and back- 
wards, similarities, arithmetical reasoning, picture arrangement, picture com- 
pletion, block design, object assembly, digit symbol, and, as an alternate. 
vocabulary. The tests have been combined to four separate but interrelated 
scales: the main scale for adults 16-60 consisting of the first 10, an adolescent 
scale for ages 10-16 separately standardized, a performance scale consisting 
of tests 6 to Io inclusive, and a verbal scale of tests 1-5 and the vocabulary 
as an alternate. They were standardized on 1,751 cases selected from 3,499 on 
a basis of occupational and educational equivalence to the United States 
population. The reviewer has been fortunate to have had the privilege of 
using these tests for a little more than two years; shortly after they were 
tried out in this hospital, they were adopted as the basic testing material for 
our adult patients. The Bellevue Test may be whole-heartedly recommended 
for clinical use. The attention paid to the qualitative aspects of the tests both 
in the author’s description of their uses and in his scoring criteria seems a 
particularly valuable contribution to the clinical worker. A table of the tests 
which hold up with age as opposed to those which do not is given as a 
possible help for the problem of deterioration. In the first class are infor- 
mation, comprehension, object assembly, picture completion and_ possibly 
vocabulary, and in the latter are digits, arithmetic, digit symbol, picture 
arrangement, block design, and possibly similarities. The comparison of 
results from these two groups yields some but not conclusive evidence 
concerning deterioration. 

If the statistical material is overlooked the book provides highly enjoyable 
reading. 

C. R. ATWELL, 
3oston Psychopathic Hospital, Boston. 


A Stupy oF ENVIRONMENTAL STIMULATION. By H. M. Skeels, Ruth Upde- 
graff, Beth Wellman and H. M., Williams. (Iowa City: University of 
Iowa Studies, Studies in Child Welfare, Vol. XV, No. 4, 1938.) 


This monograph will receive great attention. The effects of pre-school 
education on child behavior and intelligence have been studied under con- 
trolled conditions. Orphanage children, matched on the basis of age, mental 
age, I.Q., sex, nutritional status and length of residence in the orphanage, 
were submitted to the pre-school program under expert direction, or to the 
so-called “non-stimulating” atmosphere of the institution. The results were 
startling, even to the most ardent “environmentalist.” No greater contrast has 
ever been set forth than that between the all-round development of the one 
group and the equally dramatic retardation, indeed, of regression, of the other. 
The Iowa center has unquestionably differentiated a “stimulating” from a 
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“non-stimulating” (or “stimulating-in-another-sense”) environment. If this 
center can clarify the psychological nature of environments of different 
degrees of positive stimulation the future progress and importance of educa- 
tional psychology is assured. If, further, the psychological nature of the 
effects-on-personality-development can be clarified, rather than accepting the 
[.Q. artifact-of-measurement as the index of personal progress, psychology 
will more than justify the faith in it that modernism has universally expressed. 
It is at least to be hoped that the Iowa research program in this field will 
correct many current misinterpretations of intelligence-measures, and will 
lead to a more dynamic use of psychometrics in relation to personal (indi- 
vidual) prognosis and to educational potentialities and needs. 
W. Line, Ph. D., 
University of Toronto. 


Year Book or Neuro.tocy, PsycHIATRY AND ENpocrINoLocy. Edited by 
Hans H. Reese, M.D. (Neurology), Nolan D. C. Lewis, M.D. (Psy- 
chiatry), Elmer L. Sevringhaus, M.D. (Endocrinology). (Chicago: 
The Year Book Publishers, 1940.) 


This annual review surveys the literature of 1939. 

In his introduction to the section on neurology Dr. Reese pleads for 
“Scientific criticism, trimming of claims, abolishing of dogmas,” in order 
to “bridge the deep crevice within our common field of interest by pooling 
neurophysiologic, neurologic, psychiatric, psychologic and psychosomatic 
researches with the important factors contributed by studies in heredity, 
constitution, nutrition, educational or environmental influences and _ bio- 
chemistry.” To this standard all workers in the common field should have 
no difficulty in giving wholehearted adherence. In an enormous field separate 
groups will follow particular paths, but in scientific medicine there is no 
room for sectional bias or aloofness; all disciplines deal with the same 
unitary human organism. 

Subjects prominent in recent literature which are covered in this section 
include vitamin B deficiency and neurogenic disease, the uses of sulfanilamide 
and allied compounds, studies on the autonomic nervous system, electro- 
encephalography in the investigation of epilepsy, the localization, symp- 
tomatology and treatment of brain tumors, the various regional affections 
of the nervous system. Reports of the use of dilantin in epilepsy are not 
included. The editor considers detailed reference unnecessary since this 
drug “has achieved such widespread recognition.” Current methods of 
treatment of cerebrospinal syphilis are briefly reviewed. 

The section on psychiatry is under a new editorship, Dr. Nolan D. C. 
Lewis succeeding Dr. Paskind who had edited this division of the Year 
Book for the preceding five years. Here as in the other divisions it is 
obviously not possible to present all the important work of the year; the 
significant developments and trends are however indicated. 

Overshadowing all others is the phenomenal vogue of pharmacologic 
shock therapy which, beginning with schizophrenia, has been used empirically 
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in nearly all forms of mental illness, particularly the socalled functional 
types. It is stated that approximately 450 articles on insulin and metrazol 
alone were published during 1939. Overoptimisim of the early reports has 
been progressively modified and the final status of this form of treatment 
remains to be determined. Besi 
shock, with collateral biochemical and electroencephalographic studies have 
served to throw additional light on brain physiology. 


e the therapeutic objective, hypoglycemic 


As might be expected schizophrenia looms large in the 1939 Year Book, 
no less than 60 pages being devoted to the “schizophrenic psychoses.” 
Child psychiatry is a crescent topic, and pediatric and mental hygiene 
problems receive attention, along with allergic conditions and studies in 
Mongolism. 

In his foreword to the section 


m endocrinology Dr. Sevringhaus empha- 


sizes the need to keep in mind the five interdependent biologic processes. 
namely the parts played by (1) heredity, (2) growth and nutrition, (3) 


vitamins, (4) external environment, (5) informal environment. “Endo- 
crinology involves all living structures and is important to all branches of 
medical knowledge. Just as truly, endocrinology has little meaning apart 
from the other phases of biology and medicine.” 


Under the pituitary group will be found summarized the important work 
of the year on the three lobes of the pituitary, the thyroid and parathyroids, 
mammary glands, pancreas, adrenals and sex glands. There are several 
conservative contributions on the vexed question of obesity, tending to 
dampen enthusiasm for hit and miss thyroid medication. New concepts and 
interpretations of the pathology of diabetes are presented and the types of 
insulin are amply discussed. Menstrual disorders and the menopause receive 


extended consideration; although considerable experimental work with 
androgens and the synthetic stilbestrol is reported, the use of standardized 
estrogens remains the method of choice. Numerous contributions set forth 
the uses and limitations of testosterone therapy in various forms of hypo- 
gonadism. 


The volume is well indexe: llustrated and as an epitome of progress 
in the fields represented maintains the high standard long since set by the 
Year Book. 
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G. ALDER BLUMER, M.D. 
1857-1940. 


An official memorial of Dr. Blumer, whose death occurred in 
April, was presented to The American Psychiatric Association at 
its annual meeting and will be published as a part of the Proceed- 
ings in the September issue of the JournaL. Your editor has 
asked me to express a tribute as the result of a very close associa- 
tion with Dr. Blumer which lasted during a period of thirty-five 
years. To have had all of one’s career in psychiatry under one of 
its outstanding leaders is a rare privilege and I am indeed apprecia- 
tive of the opportunity to add my modest word of tribute to my 
psychiatric guide, philosopher and friend. 

In the summer of 1905, Dr. Blumer, then superintendent of 
Butler Hospital, asked me to join the hospital family as a summer 
intern. One could never forget the inspiration of his example and 
his teachings. How well I remember his saying to me at the end 
of my three months’ service, “If you have learned nothing else 
this summer than how to deal constructively with mentally sick 
patients and their often equally sick relatives, it has been a sum- 
mer well spent.” After completing my last year at medical school 
I returned to Butler Hospital for several months before taking up 
my two-year general hospital internship. It was during that period 
that my chief planned out for me many of the steps in the career 
which he hoped I might follow. His guidance was always wise, 
and extraordinarily far-seeing ; his ability to help in one’s personal 
problems and in one’s scientific adventures was outstanding ; and 
his encouragement and stimulation could not fail to arouse the 
enthusiasm of the young psychiatrist in the finest quality of work. 
Our years of professional and social contacts ripened into a life- 
long friendship which has been a most unusual privilege. 

When in 1917 I went off to war, thus adding to the burden of 
responsibilities falling on Dr. Blumer’s shoulders, he spoke only 
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words of encouragement. His native country, England, was always 
very dear to him, even after many years of absence, and I shall 
always believe he rejoiced that I was eager to take my part in the 
great struggle that we then hoped would save the world for de- 
mocracy. Letters that he sent to me during that period in France 
were gems of phraseology and the epitome of felicitous expression, 

All of us have looked forward in past years to reading Dr, 
Blumer’s annual reports and many of you have doubtless retained 
indelibly stamped on your memories some of those pearls of thought 
and expression. How often he has said to me, “If a thing is worth 
saying, it is worth saying well.’”’ To keep some of Dr. Blumer’s 
philosophies before us, I would like to quote from his annual re- 
ports a few extracts that seem to me most stimulating. In the 
Butler Hospital Report of 1918, in referring to those in the hospital 
who went into the service of their country, Dr. Blumer also made 
reference to the many who had remained in the service of the 
hospital, and who had met increased responsibility because of cur- 
tailed personnel with unwavering fidelity, and said: 

As yet we have not been called upon to face an ineluctable struggle, and 
if only the spirit of Kipling’s poem may be coaxed to hover over and animate 
Butler Hospital, one may have a heart to meet the shadowy future unafraid: 
“They shall find real saints to draw from—Magdalene, Peter and Paul; 
They shall work for an age at a sitting and never be tired at all! 

And only the Master shall praise us, and only the Master shall blame; 
And no one shall work for money, and no one shall work for fame!” 

Again, referring to the problem of suicide in the mental hospital, 
he says, “My own belief is that it is commoner in the institutions 
where restrictions are great than in those in which a large measure 
of freedom prevails,” and, also, “A man when sick likes to be re- 
garded not merely as a case but also as a living soul.” 

We are often apt to think that the field of child guidance has 
been developed largely since 1920. That Dr. Blumer was always 
ahead of his day and generation will be clearly shown by the fol- 
lowing quotation taken from the 1912 Report of Butler Hospital; 
in referring to the institution of the first clinic for behavior prob- 
lems in the public schools of Providence, he says: 

Heretofore, in dealing with abnormal and defective children, attention 


had very properly been directed to their physical condition, the maintenance 
of nutrition, the removal of tonsils and adenoids when necessary, the cor- 
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rection of sedentary habits and the regulation of play. But no attention had 
been devoted to the abnormal processes and their adequate control. For 
the best results it is essential to determine whether the difficulty is one of 
malnutrition, prenatal or infantile; whether the disorder is of the nerves or 
brain, congenital or acquired; and whether these disturbances are remediable 
or permanent. And all this work acquires added interest in view of the 
possibility of detecting, while yet in their nascency, such asthenic types of 
childhood as might develop, in retrograde evolution, into insane persons or 
become members of the criminal class. 

There is another side of Dr. Blumer’s nature known to many, 
yet ever worthy of renewed consideration ; that was his philosophy 
of life so ably exemplified during his eighteen years of retirement. 
He was constantly saying, ‘““Never let me be in the way, but do 
please let me help with words or deeds of encouragement drawn 
from my experience.” Upon his retirement, to carry out his phi- 
losophy of life, he continued his active work in many community 
organizations, and gave liberally of his time as Secretary of the 
Rhode Island School of Design, to the Providence Athenzum, the 
Rhode Island Society for Mental Hygiene, and the Rhode Island 
Historical Society. To the very end he retained his most extraordi- 
nary facility of expression and his ability to furnish an appropriate 
quotation for every occasion. Even when eyesight was seriously 
impaired he seldom complained, but rejoiced that he had a devoted 
daughter to serve as his eyes; and never ceased to exult that he 
had wonderful children and a host of friends. During his latter 
days the European situation naturally distressed and disturbed 
him, and I cannot help rejoicing that he is now spared the sorrow 
that would have come to him in seeing the flames of hatred and 
warfare spreading so rapidly. 

Psychiatry has lost a most distinguished leader, but his brilliant 
words, his courageous deeds and his humanitarian example will 
remain with us always. 

ArTHUR H. Ruactes, M. D. 


AUSTEN FOX RIGGS, M.D. 


1876-1940. 


Austen Fox Riggs was born December 12, 1876, in Cassel, 
Germany, where his father, Dr. Benjamin Clapp Riggs of New 
York was studying medicine. His mother was the daughter of 
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Dr. Austen Fox, also of New York. He prepared for college at 
Browne and Nichols school in Cambridge and graduated from 
Harvard University in 1898. Being of an independent nature with 
boundless initiative he was not satisfied with the undergraduate 
club situation, and together with others formed the Owl Club 
which has continued to be one of the most vigorous and effective 
“final clubs.” His principal athletic interest was in fencing. He 
graduated in medicine in 1902 from the College of Physicians 
and Surgeons, Columbia University, winning the Harsen prize. 
Having a fine baritone voice he formed a quartet and studied with 
H. T. Burleigh, gaining a real understanding of Negro spirituals, 
Dr. Riggs was possessed of unusual manual skill as evidenced by 
the fact that on his marriage to Miss Alice McBurney, daughter 
of Dr. Charles McBurney, in 1904, he produced a wedding ring 
fabricated by his own hands. It was no doubt his great interest 
in manual work which led him to be one of the first to make use 
of occupational therapy. 

From boyhood, boats, and especially sailing ships, were a hobby 
with Dr. Riggs and he was particularly skillful in the construction 
of beautiful scale models. When because of physical limitations 
he was forced to give up sailing he overcame the deep repugnance 


had built to his 


of all good salt water sailors to engines and 
specifications a series of motor-sailers. 

After graduation in medicine he interned at the Presbyterian 
Hospital and spent a year in pathology and medicine at Johns 
Hopkins Hospital before beginning to practice in New York. He 
became assistant instructor in pathology at the College of Phy- 
sicians and Surgeons, assistant in medicine at the Vanderbilt 
Clinic, attending physician at the House of Rest for Consumptives 
and assistant in private practice to Dr. Walter B. James. Three 
years later he discovered tubercle bacilli in his sputum; and after 
consultation with his father’s close friend in Saranac, Dr. Trudeau, 
he settled in his father-in-law’s summer home in Stockbridge. 

Because of his personal illness and his peculiar understanding 
of mental suffering Dr. Riggs was singularly fitted to become one 
of this country’s greatest psychotherapists. He was keenly inter- 
ested in the treatment of the neuroses; and it was not long before 
the recognition of his remarkable ability and success in dealing 
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with this type of patient made the names of Stockbridge and Riggs 
synonymous. 

Two pressing needs in this field became apparent to him; (1) 
the lack of facilities for providing psychotherapy for patients 
without financial means; (2) the serious lack in medical schools 
of the teaching of psychotherapy. 

That the Austen Riggs Foundation has continued successful 
work for twenty-one years is a great tribute to the vision and 
strength of its founder. Dr. Riggs’ dream was to provide a 
permanent charitable institution where patients suffering from 
neuroses, irrespective of their financial circumstances, might be 
removed to surroundings suitable for medical care and scientific 
treatment. Starting with a gift of $50 from a grateful patient 
the Austen Riggs Foundation was established in 1919, and origi- 
nally known as the Stockbridge Institute. Later Dr. Riggs re- 
luctantly permitted the substitution of his name when opposition 
developed on the part of a few residents to the use of Stockbridge. 

Dr. Riggs prepared a pamphlet containing instruction in practi- 
cal medical psychology, and this, together with a careful study 
of etiological factors and the means and manner of adaptive 
measures worked out with the patient in simple understandable 
terms, and a supervised daily routine, constituted his method of 
treatment. He was an unusual mixture of forcefulness and natural 
ability, unerring insight, wholesome judgment, deep sympathy and 
kindness. 

His achievement was widely recognized: Columbia University 
made him a clinical professor of neurology in 1922; Williams 
College gave him the degree of D. Sc. in 1937; he was consulting 
psychiatrist to the Sharon Hospital, Sharon, Conn., and the House 
of Mercy Hospital in Pittsfield, where the Foundation maintains 
an out-patient clinic; he was psychiatrist for the Indian Mountain 
School, Vassar College and Williams College; a diplomate of the 
American Board of Psychiatry and Neurology; a member of The 
American Psychiatric Association, American College of Physicians, 
American Medical Association, American Neurological Association 
and various other medical societies. He wrote a number of papers 
on psychotherapy and mental hygiene, and three excellent books, 
Just Nerves, Intelligent Living and Play. He was active in civic 
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affairs, and easily the first citizen of his town. Until a few months 
before his death he continued his work, and up to the last in his 
gallant fight against the hopeless odds of malignancy and tubercu- 
losis he was eager to get well and carry on his task. 

By successfully organizing and carrying on the Foundation, and 
inspiring his colleagues by his teaching and example, he saw his 
dreams come true. In the death of Dr. Riggs this country has lost 
its most outstanding psychotherapist and psychiatry one of its 
most effective exponents. 

LAWRENCE K. Lunt, M.D. 


